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PROLOGUE
Sarah*
Sarah was a cheerful, temperamental child, who lived in a caring family. During 
puberty she began to engage in negative behavior. She started using marihuana, 
began associating with ‘wrong’ crowd, stopped attending school and became 
aggressive at home. When she threatened her father with scissors and ran after 
him until he hid in the bathroom, she was removed from her home and sent to 
Alexandra, a juvenile youth facility.
Upon her release form the facility, she returned to her parents’ home. She 
graduated from high school and enrolled in a film academy. Her graduation-
project was a documentary titled ‘Alexandra’.
 
Marina
Marina´s youth had been abusive. Her father was a gambler and a criminal. Her 
mother had physically abused Marina from childhood on. Marina was placed 
out-of-home at a very young age, living in many different institutions. When 
she stabbed a boy who attempted to sexually abuse her, she was placed in 
Alexandra. 
At the time of the documentary, Marina and Anastazia, Marina’s four-year-old 
daughter, were living with Marina’s mother. Marina was living life on the edge: 
working as a prostitute, using weed and cocaine and fighting. Shortly after the 
making of the documentary, Marina’s daughter was taken by the system and 
placed out-of-home. 
* These vignettes are from the documentary ‘Alexandra’, which was produced by Sarah 
Harkink. The documentary is about the time she spent in Alexandra. The film includes 
interviews she conducted with three girls she met while in the detention center. They 
reflect on their time in detention and reveal a picture of how these girls lived as young 
adults. This documentary portrays the females behind the figures presented in this thesis. 
The four portraits are used in the discussion to illustrate the complicated needs of these 
young women.
Marcella
Marcella had been severely traumatized during childhood and was removed 
from her home at the age of 11. She alternated being institutionalized and being 
homeless. When she beat a person to protect a friend, all of the anger from her 
past rose to the surface, and she could not stop her physical assault. She was 
sent to Alexandra.
At the time of the documentary, Marcella lived in a shelter for homeless people, 
but for the first time, she was preparing to move into her own apartment. She 
had a small support system…even her family did not want any contact with her. 
Despite the rejection from her family, however, Marcella still longed for approval 
and love from her (absent) parents. 
 
Karen
Karen was quite reluctant to talk about her past. In an attempt to start over, Karen 
ran away from Alexandra and left everything behind. Thus, she went to Belgium 
and lived within an extreme right-wing group. The extreme right-wing group 
provided her with support and an identity during this period of detachment. 
Reflecting on her past and thinking about Sarah asking questions about it, made 
her feel sick; she could not sleep for days and was taking diazepam to calm 
herself. For this reason, she refused to cooperate in the making of the film, 
choosing to ignore the past and focus on today with her little son; her ‘savior’, 
who made life worth living. 
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INTRODUCTION 
Detained adolescent females
Antisocial behavior in girls has long been considered mild, infrequent and 
temporary (Pajer, 1998). However, the relative infrequent occurrence of this 
behavior in girls does not imply that it is benign. On the contrary, the gender 
paradox theory states that the gender with the lower prevalence of a disorder 
presents a more severe form of the disorder and is at a higher risk of poor 
outcomes (Loeber & Keenan, 1994). Recent studies support this idea, as detained 
adolescent females were shown to possess more severe problems and higher 
levels of psychiatric disorders than male adolescents in detention (Abram et al., 
2003; Abram et al., 2007; Cauffman et al., 1998; Leenarts et al., 2013; McCabe 
et al., 2002; Teplin et al., 2002). Furthermore, the absolute majority of detained 
adolescent females were raised in adverse rearing circumstances and have 
suffered from severe childhood abuse and neglect (McCabe et al., 2002). Later, 
maltreated children exhibit more disruptive behavior disorders in childhood and 
adolescence (Hosser et al., 2007; Kerig et al., 2009; Loeber et al., 2009), problems 
that are also strongly associated with other mental health problems (Keiley et 
al., 2001; Kerig et al., 2009). Thus, it is no surprise that detained adolescent 
females exhibit high levels of various mental health problems, including both 
externalizing (e.g., conduct disorder and substance dependence) as well as 
internalizing disorders (e.g., depression, suicidal behavior and posttraumatic 
stress disorder) (Abram et al., 2003; Abram et al., 2007; Cauffman et al., 1998; 
Leenarts et al., 2013; McCabe et al., 2002; Teplin et al., 2002). The combination 
of childhood abuse, antisocial behavior and mental health problems creates a 
complex interaction pattern and results in a negative vicious circle that leads to 
high risks for continued negative development into adulthood. The vignettes in 
the prologue underscore this negative outcome in adulthood.
The development of disruptive behavior in females is associated with both 
prolonged disruptive behavior (homotypic continuity) as well as a wide variety of 
other negative outcomes (heterotypic continuity) (Pajer, 1998). Research which has 
predominantly focused on homotypic continuity, i.e., recidivism rates, indicates 
that approximately 35% of previously detained adolescents reoffend within two 
years (van der Put et al., 2012). The sparse studies on heterotypic continuity in 
detained adolescent females reveal multiple impairments in their psychiatric, 
social and general functioning in adulthood. Specifically, a lack of educational 
achievement, financial problems and intimate partner violence have been reported 
(Abram et al., 2009; Abram et al., 2015; Bardone et al., 1998; Pajer, 1998). Multiple 
mental health problems have been found as well. For example, substance abuse, 
posttraumatic stress disorder and depression are often present in females who 
have experienced adolescent detention (Abram et al., 2015; Bardone et al., 1998). 
Limited available findings indicate that detained adolescent females are likely to 
function poorly when growing up. However, only a limited number of studies have 
addressed the futures of these girls, leaving several issues unaddressed, and other 
concerns in need for further examination (see next section). The current study is 
designed to fill in some of these voids. The overall aim of this thesis is to explore 
the psychosocial functioning in young adulthood of detained adolescent females. 
More specifically, we focus on aggression, trauma, personality disorders and 
young motherhood. Knowledge on the adult outcomes of detained adolescent 
females is important for several reasons. First, it increases our knowledge about 
the gender-specific development of this complex group of adolescents. Second, 
it provides insight regarding potential starting points for interventions while these 
girls are in detention. Finally, it indicates what type of aftercare might be necessary. 
The impact of complex problems during detainment on adult outcomes 
Aggressive behavior 
As disruptive behavior is the reason for detention, it is not a surprise that detained 
adolescent females exhibit extremely high levels of this detrimental behavior. 
Aggression is the most harmful of the disruptive behaviors, as it has a severe 
negative impact on the victim, both physically and psychologically. Moreover, 
it has a direct impact on society, as it causes a general feeling of insecurity as 
well as high costs related to police enforcement and the justice system (Foster 
& Jones, 2006). Because females display less physical violent behavior (outward 
aggression) towards others compared to males, one is apt to think that females 
are less aggressive (Crick & Grotpeter, 1995). However, feelings of anger are 
equally common among men and women (Apter et al., 1995). One of the 
explanations for the underestimation of aggression in females is the difference 
in its expression. Females are more inclined to use relational forms of aggression 
or direct aggression towards themselves. This last form is known as inward 
aggression and consists of suicidal and self injurious behaviors (Sadeh, 2011). As 
these female forms of aggression are less visible than physical aggression, they 
are easily overlooked. Knowledge of the longitudinal mutual relation of these 
types of aggression in detained adolescents is relevant for the risk assessment 
of future aggression and for treatment purposes in this population. As there 
have been no longitudinal studies on these types of aggression in detained 
adolescent females, the current thesis is designed to fill in this gap. In Chapter 2, 
we examine the mutual relations of inward and outward forms of aggression and 
their predictive value of similar behavior in adulthood. 
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Personality disorders 
Detained adolescent females are at a high risk to develop personality disorders. 
High levels of antisocial personality disorder (ASPD) and borderline personality 
disorder (BPD) have been found in previously detained females (van der Molen et 
al., 2013; Washburn et al., 2007). It has been questioned whether the antisocial 
personality disorder (ASPD) and borderline personality disorder (BPD) are truly 
distinct concepts. Risk factors (e.g., poor quality of care, disrupted attachment 
relationships, socioeconomic disadvantage, abuse and neglect) are found 
to be quite similar for both disorders. Therefore, a common developmental 
pathway for these disorders is implied (Beauchaine et al., 2009; Paris, 1997). Not 
surprisingly, a substantial symptom overlap and the co-occurrence of ASPD and 
BPD were found in both genders (Zimmerman et al., 2005). Hence, as questions 
have been raised about the uniqueness of each personality disorder, it is relevant 
to investigate whether these two disorders are separate entities in females. To 
our knowledge, this has not yet been investigated. Females who have been 
detained in adolescence are known to have high levels of both ASPD and BPD, 
and consequently they constitute a good population to study these questions. 
Thus we conduct a cross-sectional examination of the distinct characteristics of 
ASPD and BPD in previously detained females.
Childhood trauma, disruptive behavior and mental health problems, all highly 
prevalent in detained adolescent females, are well known risk factors for 
the development of ASPD and BPD disorder. Accordingly, detained female 
adolescents are at substantial risk for developing a personality disorder, 
though only one study has focused on this detrimental outcome. That study 
found that approximately 30% of previously detained girls meet the criteria 
for an ASPD in young adulthood (the study did not consider BPD) (Washburn 
et al., 2007). BPD, however, is far more common among females than ASPD, 
and as detained adolescents exhibit multiple risk factors for this disorder, 
neglecting this topic is regrettable. To develop targeted interventions aimed 
at reducing the development of personality disorders, it is important to know 
which subgroup is most at risk for such outcomes. In Chapter 4 we examine 
the predictive value of trauma and mental health problems at detainment with 
respect to the development of antisocial and borderline personality disorders in 
young adulthood.
Traumatic events
Detained adolescent females have all too often suffered severe and repetitive 
traumatic events. These events have negative impacted their psychological, 
social and physical functioning and development (Goldsmith et al., 2012; 
Johnson, 2004; Springer et al., 2007). Information about one’s traumatic past 
is important for clinicians for both diagnostic purposes and treatment options. 
However, questions have been raised regarding the reliability of retrospective 
self-reports about trauma (Aalsma et al., 2002; Bramsen et al., 2001; Engelhard 
et al., 2008; Roemer et al., 1998; Southwick et al., 1997; Washburn et al., 
2007). Indeed, substantial inconsistencies in the reporting of traumatic events 
at different moments of assessment have been found in community samples 
and high risk populations, such as veterans (Goldsmith et al., 2012; Johnson, 
2004; Springer et al., 2007). Notwithstanding the severity of their traumatic 
pasts, no study has yet focused on the consistency of trauma reports in detained 
adolescents. Previous research on other populations has suggested that the most 
traumatized individuals and those with high levels of mental health problems 
exhibit the greatest inconsistencies. As the majority of detained adolescent 
females, in addition to their multiple childhood trauma’s, also exhibits high levels 
of mental health problems (Abram et al., 2004; Cauffman et al., 1998; Teplin 
et al., 2002), a high degree of inconsistent reporting regarding their childhood 
traumas is expected. Moreover, mental health problems are known to trigger 
both under- and over-reporting of traumatic events (Bremner et al., 2000; 
Harvey & Herman, 1994; Laney & Loftus, 2005; Sotgiu & Mormont, 2008). For 
instance, in an attempt to attribute external causes to their own mental health 
problems, detained females suffering from these conditions, may be inclined to 
report traumatic events. It remains unclear, however, whether the level of mental 
health problems influences the reporting of traumatic events and if so, in what 
way. The current study was designed to examine the inconsistencies of trauma 
self-reporting among detained adolescent females and the influence of mental 
health problems on the reporting of these events (Chapter 5).
Early motherhood
High pregnancy rates are often found among detained girls (Kerr et al., 2009), 
suggesting that a substantial proportion become mothers at an early age. 
However, this finding has not been reported in previous studies. Moreover, as 
previously detained females are suffering from multiple problems in many domains 
of their lives, there are definite concerns about their parenting capabilities. 
Poor parenting skills have been linked to detrimental outcomes for the children 
(Stormshak et al., 2000; Wong et al., 2010). Criminal behaviors are transmitted 
from one generation to the next, and do so over more generations (Bijleveld, 
2009). Therefore, in light of this intergenerational transmission of problems, the 
identification of adverse circumstances is critical to design programs that will 
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reduce the risk of transmission to the next generation. Again, to date little is 
known about the prevalence of early motherhood among previously detained 
females or the characteristics of those who become a mother, and therefore 
this issue is addressed in our study. In Chapter 6, we examine the impact of 
motherhood on the functioning capabilities of previously detained females.
Finally, Chapter 7 summarizes the results found in the previous chapters, addresses 
the strengths and limitations of the study, and presents an overall discussion of 
these findings, including clinical implications and directions for future research. 
THE PRESENT THESIS
Sample
To address the aims of this thesis, we revisited an existing sample of 229 detained 
adolescent females (Hamerlynck et al., 2008). Between 2002 and 2004, these 
female adolescents were recruited from three Dutch juvenile detention centers. 
The mean age at the initial assessment was 15.6 years (SD 1.4). The main reasons 
for detention were as follows: committed a violent crime (34%), committed a non-
violent crime (21%) and exhibited severe problem behavior such as drug abuse 
and/or prostitution (45%). Three to six years later (mean=4.5; SD=0.6), 184 (80.4 
%) of these girls participated in our follow-up study. The mean age at follow-up 
was 20.0 years (SD=1.4; range=16.2 to 24.1). With respect to origin, 57.6% were 
of Dutch, 35.9% were of non-Western, and 6.5% were of other Western origin. 
Girls who did not participate in the follow-up study (n=45) were not significantly 
different from those in the follow-up sample with regard to ethnicity (χ²=0.05, 
df=2, p=0.98), but were significantly older (mean age at baseline=16.1 versus 
15.5, t=2.41, df=227, p<0.05). 
In two chapters, the sample was reduced due to incomplete data. The aggression 
questionnaire (BDHI) was incorporated later in the study during detention, 
leaving 139 participants to be included in the follow-up study. Trauma data was 
incomplete in some cases as well (partly due to the fact that participants didn’t 
want to think about the traumatic events), leaving 163 participants in the follow-
up sample. See figure 1 for attrition scheme.
 
Figure 1. Attrition of the research
Methods
The follow-up study was approved by the review boards of the Ministry of 
Justice and by the VU University Medical Ethics Committee. Written informed 
consent was obtained from all participants. The majority of participants (82.6%) 
were interviewed at a location of their choice (e.g., their home, the house of a 
friend), and 26 young women (14.1%) were interviewed at residential facilities 
and six (3.3%) were interviewed at correctional facilities. Standardized self-report 
questionnaires were administered to assess traumatic events and mental health 
problems. Semi-structured interviews were conducted to examine externalizing 
mental health problems, personality disorders and various domains of social 
functioning. Police and detention records (herkenningssysteem, HKS and 
tenuitvoerleggingsprogramma, TULP) were used to obtain information regarding 
official crime and detention records.
Persistence of 
aggression into 
adulthood in detained 
adolescent females
Krabbendam, A.A., Jansen, L.M.C., van de Ven, 
P.M., van der Molen, E., Doreleijers, T.A.H., & 
Vermeiren, R.R.J.M. (2014). Persistence of aggression 
into adulthood in detained adolescent females. 
Comprehensive Psychiatry, 55, 1572-1579.
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ABSTRACT
 
Background
Although detained adolescent females exhibit high rates of severe aggression, 
we know little about the long-term impact of this risk-behavior. Furthermore, 
qualitative differences in aggression between males and females argue for gender 
specific research. In contrast to males, females display aggressive acts more 
often towards themselves (inward aggression; self harm behavior) than towards 
others (outward aggression). Therefore, this prospective study investigated the 
prevalence and predictive validity of different types of aggression in detained 
adolescent females. 
Method
Participants were 139 adolescent females (mean age 20.1) assessed at start of 
detention and 5 years later. Both inward and outward aggression subtypes were 
assessed twice using standardized instruments. Mutual relations over time were 
analyzed by means of structural equation modeling. 
Results
High levels of all types of aggression were found repeatedly, suggesting 
substantial persistence over time. While inward aggression predicted both 
inward and outward aggression at follow-up, outward aggression was related to 
outward aggression only. Furthermore, the covert form of outward aggression 
only, and not the overt subtype, predicted outward aggression 5 years later. 
Conclusions
This study suggests that aggression in detained adolescent females does not 
fade away, and should thus be given substantial clinical attention. In assessment, 
focus should also be on inward and covert subtypes. Further research should 
explore the necessity of developing gender-specific diagnostic instruments, 
treatment modules and risk assessment tools. When replicated, our findings may 
also bear implications for the classification of behavior disorders in adolescent 
females.
INTRODUCTION
 
Severe aggression is a common and problematic phenomenon among detained 
adolescent females (Hamerlynck et al., 2008; Toupin et al., 2009), causing both 
physical and psychological damage to victims and thus having major (financial) 
implications for society as a whole (Foster & Jones, 2006). Aggressive adolescent 
females themselves are prone to a variety of negative outcomes later on: educational 
difficulties, substance use problems, early promiscuous sexuality and potentially 
early pregnancy and childbearing (Bardone et al., 1998; Miller-Johnson et al., 
1999; van der Molen et al., 2013). Surprisingly, while evidence on the negative 
impact of female aggression is growing, research on the long term development 
of aggression in detained females is lacking. This study is designed to fill this void. 
Historically, female aggression has all too often been considered mild, infrequent 
and temporary (Pajer, 1998). Therefore, research on aggressive behavior has 
focused mainly on males. The pioneering research of Moffitt and colleagues 
(1993) posing the life course persistent and adolescent limited pathways of 
conduct problems, led to debate whether these pathways apply to females as 
well. It was suggested that in females conduct problems in early adolescence 
often diminish over time (Brennan & Shaw, 2013), while conduct problems first 
appearing in later adolescence may persist into adulthood (Silverthorn & Frick, 
1999). Recent studies however demonstrated that some females with early onset 
of aggressive behavior have similar or even worse adult outcomes than their 
male counterparts, both with regard to externalizing behavior as well as general 
functioning (Brennan & Shaw, 2013; Odgers et al., 2008). Although the existence 
of a small group of adolescent females displaying severe conduct problems is 
now recognized, our insight in the gender specific characteristics of conduct 
problems, and aggression in specific, is still limited. 
Since females display less physical violent behavior towards others than males, 
one is apt to think that females are less aggressive (Crick & Grotpeter, 1995). 
However, women experience similar levels of aggressive feelings as men (Apter 
et al., 1995). One of the explanations for the underestimation of aggression in 
females is the difference in its expression: while males direct their aggressive 
impulses more towards their environment (outward), females tend to do so by 
directing it towards themselves (inward), leading to suicidal and self injurious 
behavior (Sadeh et al., 2011). In several studies, inward aggression was indeed 
found to be more prevalent among females than males, both in adulthood 
and in adolescence (Kessler et al., 1999; Lewinsohn et al., 1996; Moran et al., 
2012). Not surprisingly, both physical aggression and self harm behavior (non-
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suicidal self injury and suicidal behavior) were found to be strongly interrelated 
(Apter et al., 1995; Gvion & Apter, 2011), and need thus to be studied in unison. 
As many risk and protective factors are similar for both suicidal behavior and 
physical aggressive behavior (Greenwald et al., 1994; Plutchik et al., 1989), there 
is evidence for a common underlying mechanism. Also, a shared disturbance of 
serotonin has been found, showing lower brain levels in both physical aggressive 
and suicidal populations (Golden et al., 1991; Linnoila & Virkkunen, 1992; 
Marazziti & Conti, 1991). Overall, both suicidal behavior and physical aggression 
are suggested to be a consequence of a basic dysregulation of aggressive 
impulses (Grosz et al., 1994; Plutchik et al., 1989). The impulse can either be 
directed toward oneself (inward directed aggressive behavior) or toward others 
(outward directed aggressive behavior). Considering gender differences, one 
may suggest that females, compared to males, are more inclined to express 
aggression to themselves than towards others. 
When experiencing aggressive tendencies towards others, females are 
furthermore less likely than males to show their aggression openly. Lange and 
his colleagues (Lange et al., 1995) distinguished an overt and covert form of 
aggression. Covert aggression refers to the emotional and cognitive component 
of aggression. It consists of feelings of anger and hostile cognitions that are not 
acted out, for instance ‘Although I don’t show it, I am sometimes eaten up with 
jealousy‘ or ‘I don’t seem to get what’s coming to me‘ (Lange et al., 1995). Covert 
aggression is thus hidden, which makes it easily overlooked. Overt aggression, 
in contrast, is referring to a direct way of harming others (verbally or physically). 
This is considered the typical male way of acting out aggressive feelings (Archer, 
2004). In the current study of female detainees, a distinction between the overt 
and covert forms of aggression will be made. Since females display less physical 
aggression while feelings of anger are equally common among both sexes (Apter 
et al., 1995), physical aggression in females might be less related to anger and 
aggressive tendencies. We therefore assume that, in females, the covert form 
of aggression will be more predictive of future aggression than the overt form. 
Adolescent females in detention display high levels of both outward aggressive 
behavior and inward aggression. Suicidal and self injurious behaviors are common 
among them and detained adolescents attempting suicide, use more violent 
methods than psychiatric patients do (Abram et al., 2009; Hamerlynck et al., 2008; 
Penn et al., 2003). With their combination of outward and inward aggression, 
detained adolescent females constitute a good population to study the mutual 
relations over time. As we know that previously detained girls continue to have 
significant functional impairment in adulthood (Abram et al., 2009; Bardone 
et al., 1998; Miller-Johnson et al., 1999; van der Molen et al., 2013), every 
possible starting point to improve this outcome should be used. Knowledge 
on the longitudinal mutual relations of aggression in detained adolescents is 
relevant for both risk assessment of future aggression and treatment purposes 
in this population. Notwithstanding the high prevalence of inward and outward 
aggression, and the clinical relevance, up until now, no study has focused on 
these types of aggression longitudinally in detained adolescent females. 
The aims of this study are therefore to examine in detained adolescent females: 
1) the persistence of inward and (overt and covert) outward aggression from 
the start of detention until 5 years later and 2) the predictive value of subtypes 
of aggression during adolescence for similar behaviors in young adulthood. 
METHOD
Participants
In this study, 139 adolescent females were included at follow-up from a baseline 
sample of 178 adolescent females. Between 2002 and 2004, participants were 
studied in their first month of placement in three (of the seven) Dutch juvenile 
detention centers. The majority was placed under civil law measure (80%), while 
the remainder was placed under penal law measures. Of these adolescent 
females, 34% had committed a violent crime, 21% a non-violent crime and 
45% had severe problem behavior such as drug abuse or prostitution. The 
178 adolescent females were a subgroup of an initial group of 229, since the 
aggression questionnaires was added later on in the study, it was unavailable for 
the first 51 participants. Of the 178, 22 refused to participate in the follow-up 
study, 15 could not be located and 2 were deceased, leaving 139 adolescent 
females in the follow-up study (see Figure 1). 
The follow-up study was conducted three to six years later (mean 4.5; SD=0.6). 
The mean age at follow-up was 20.1 yrs (SD=1.4; range 16.9-24.1). With regard 
to ethnic origin, 59% were Dutch, 6% from other Western countries and 36% of 
non-Western origin. Many of these young women suffered severe adjustment 
problems, described in detail in another article (van der Molen et al., 2013). 
Adolescent females who were not included in the current analyses (n=90) were 
not significantly different at baseline from those included, with regard to ethnicity 
(χ²=0.05, df=2, p=0.98), age (mean age at baseline 15.6 versus 15.7; t=0.56, 
df=227, p=0.57) or aggression (overt aggression, covert aggression, suicidal 
behavior and non-suicidal self injury, all p>0.100). 
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Figure 1. Attrition 
 
Procedure
This study was approved by the review boards of the Ministry of Justice and by 
the VU University Medical Ethics Committee (METC). At baseline, participants 
gave written consent to be contacted again for follow-up research purposes. At 
follow-up they were given oral and written information concerning the aims and 
contents of the study. They were assured that their information was confidential. 
All participants gave written informed consent to participate in the follow-up 
study. Participants were paid a stipend for their time. The majority of participants 
(83%) were interviewed at a location of their choice, such as at home or at the 
house of a friend or relative. Another 26 (14%) were interviewed at residential 
facilities and 6 (3%) at correctional facilities.
 
Measures
Outward aggression was assessed with the Dutch version of the Buss-Durkee 
Hostility Inventory (Buss & Durkee, 1957; Lange et al., 1995). The BDHI-d is a 
self report questionnaire, containing 40 true or false items to assess two different 
types of aggression: overt aggression and covert aggression. Overt aggression 
includes verbal and physical aggression, e.g., ‘When I really lose my temper, I am 
capable of slapping someone’ or ‘I like to gossip’. Covert aggression consists of 
hostile attributions and restrained aggression, e.g., ‘Other people always seem 
to get the breaks’ and ‘I am irritated a great deal more than people are aware 
of’. The reliability of both the overt and covert subscales is good. Concordance 
with other self-report measures reveals satisfactory convergent and divergent 
validity (Lange et al., 1995). Norm scores are available for normal and detained 
populations, in separate age categories (Table 1). 
Table 1. Norm scores BDHI-d
General population aged 15-40yrs Detained population aged 13-26yrs
Overt 
aggression
Covert 
aggression
Overt 
aggression
Covert 
aggressiosn
Very low 0-3 0-2 0-6 0-5
Low 4-5 3 7-8 6-7
Average 6-7 4-5 9-11 8-10
High 8-9 6-8 12-13 11-12
Very high 10-16 9-19 14-16 13-19
Inward aggression, including suicidal behavior and non-suicidal self injury, was 
examined with the Dutch translation of the Kiddie-SADS-Present and Lifetime 
Version (K-SADS-PL; Kaufman et al., 1997; Wals et al., 2001). The Kiddie-SADS is 
a semi-structured diagnostic interview designed to assess psychiatric disorders 
in children and adolescents according to the DSM IV (American Psychiatric 
Association, 1994). Interrater agreement in scoring screens and diagnoses is 
found to be high (range: 93% to 100%) and test-retest reliability κ coefficients 
are good to excellent (Kaufman et al., 1997). Suicidal behavior consists of four 
items (thoughts of death, suicidal thoughts, suicidal behavior and severity of the 
suicide attempts) being present at the previous 12 months. Each item is scored 
1 (not present), 2 (moderately present) or 3 (highly present). These items were 
summed to a total score of suicidal behavior (ranging from 4-12). Non-suicidal 
self injury in the past year was covered by one question in the Kiddie-SADS and 
was scored 1 (not present), 2 (moderately present) or 3 (highly present). A binary 
variable was conducted (self injury present/not present in the past 12 months).
Data Analyses
First, prevalence’s will be given for inward and outward aggression and cross 
sectional correlations between all aggression parameters will be shown. Next, 
paired t-tests were used to investigate the persistence of aggression over time 
(overt and covert outward aggression, and suicidal behavior and non-suicidal 
self injury as components of inward aggression).
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Second, to investigate the relationships of different types of aggression over 
time, structural equation modeling (SEM) in M-Plus version 6.11 were performed 
(Muthén & Muthén, 1998). Separate latent variables were introduced for outward 
and inward aggression at baseline and follow-up. Overt and covert forms of 
aggression were used as observed indicators for outward aggression. Suicidal 
behavior and non-suicidal injury (also called self-harm behavior) were the 
observed indicators for inward aggression. The unstandardized coefficients 
relating the observed indicators to the latent variables were constrained to be 
equal at baseline and follow-up. As one of the observed variables (non-suicidal 
injury) was categorical the model was estimated using the means and variance 
adjusted weighted least squares method (WLSMV). An unrestricted model that 
assumed correlation between all latent variables at both time points was first fitted 
to the data. We investigated whether model fit worsened when non-significant 
correlations were restricted to be zero. This was done in a stepwise manner. The 
restriction was not accepted when the Chi-square test for difference testing was 
significant (indicating a worsening of model fit induced by the restriction). The fit 
of the final model was judged on the basis of the CFI, TLI and WRMR goodness 
of fit statistics. A RMSEA of<0.07, a CFI of >0.95, a TLI of >0.95 (Hooper et al., 
2008) and a WRMR of less than 1.0 (Yu, 2002) are considered to indicated good 
fit.
The structural equation model described above, combines overt and covert 
aggression into one latent variable of outward aggression. However, investigating 
the role of covert and overt aggression independently has been described as 
important (Lange et al., 1995). Therefore, if significant relations are found for 
outward aggression at baseline with any type of aggression at follow-up, a post 
hoc structural equation model is performed with only the observed variables for 
overt and covert aggression measured at both time points. 
All tests are two-tailed with 0.05 as the standard for statistical significance and 
0.05<p<0.10 as the trend toward statistical significance.
RESULTS
 
Prevalence of inward and outward aggression 
At detention intake, high prevalence rates for inward aggression were found 
(reported about the previous 12 months): 32% of the detained adolescent females 
had had suicidal thoughts, 5.9% had committed a severe suicide attempt and 
32% reported self injurious behavior. The mean scores of both overt and covert 
aggression were in line with the average norm scores for detained adolescent 
females, with overt aggression 9.5 (SD 4.0) and covert aggression 8.6 (SD 4.4). 
Correlations of all forms of aggressive behavior at baseline are listed in Table 2.
At follow-up, prevalence rates of inward aggression were (as reported about the 
last 12 months): 15.1% suicidal thoughts, 2.9% had committed a severe suicide 
attempt and 10.8% reported self injurious behavior. Although almost none were 
detained anymore, both overt and covert aggression mean scores at follow-up 
met the average norm scores for detained populations, with overt aggression 
10.3 (SD 3.4) and covert aggression 8.5 (SD 4.8). When compared to norm scores 
for general population, overt aggression was in the very high range en covert 
aggression in the high range. Correlations of all forms of aggressive behavior at 
follow-up are listed in Table 2.
Outward aggression was found to be stable over time at the group level (Table 
3), with no statistically significant differences over time for both the overt or 
covert type. Inward aggression decreased significantly over time, with both 
suicidal behavior and non-suicidal self injury declining from adolescence into 
young adulthood (Table 3).
Predictive model of inward and outward aggression over time
The final structural equation model is presented in Figure 2. In the unrestricted 
SEM model there was no significant association between outward aggression 
at baseline and inward aggression at follow-up (p=0.666). As setting the 
correlation between these two latent variables at zero did not worsen model 
fit (Chi-square test for difference testing=0.177, df=1, p=0.67), the restricted 
model was preferred over the unrestricted model. As all parameter estimates in 
the restricted model were significant, we adopted this model as our final model 
(Figure 1). This structural equation model had a good fit (χ2=20.7, df=17, p=0.24; 
RMSEA=0.039, 95% CI=[0.000, 0.090]; CFI=0.969; TLI=0.948; WRMR=0.581). 
Results of SEM: outward aggression at baseline was significantly related to 
outward - but not to inward - aggression at follow-up. Inward aggression was 
related to both outward and inward aggression in young adulthood (Figure 2).
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Figure 2. Structural equation model for inward and outward aggression over time 
Predictive model of overt and covert aggression over time
Since significant relations were found for outward aggression at baseline with 
outward aggression at follow-up, a post hoc SEM was performed to focus on 
the difference between the overt and covert forms of outward aggression in this 
relation. So, looking into the relation of aggression towards others, we focus on 
the anger feelings and cognitions not acted out (covert aggression) and verbal 
and physical aggression (overt aggression). The final SEM for overt and covert 
aggression is presented in Figure 3. In the unrestricted model there was no 
significant association between overt aggression at baseline and overt and covert 
aggression at follow-up (p=0.14 and 0.92, respectively). As setting the correlation 
between these observed variables at zero did not worsen model fit (Chi-square test 
for difference testing=2.750, df=2, p=0.25), the restricted model was preferred 
over the unrestricted model. There was a trend for the relation between covert 
aggression at baseline and overt aggression at follow-up (p=0.07). As setting 
the correlation between these two variables at zero did worsen model fit, this 
relation was kept in the model. As all other parameter estimates in the restricted 
model were significant, we adopted this model as our final model (Figure 3). The 
structural equation model has a good fit (χ2=0.28, df=62, p=0.25; RMSEA=0.052, 
95% CI=[0.000, 0.158]; CFI=0.988; TLI=0.963; SRMR=0.035). 
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Results SEM: covert aggression was significantly related to the same aggression 
four to five years later, with a trend towards significance for overt aggression at 
follow-up. Overt aggression was not related to any type of outward aggression 
in young adulthood (Figure 3). 
Figure 3. Structural equation model for outward aggression over time 
DISCUSSION
 
This study focused on the persistence and predictive value of aggression in 
detained adolescent females, and expanded current insights several fold. First, 
substantial persistence was found for aggression in detained adolescent females, 
from late adolescence into adulthood. Second, inward aggression was found to 
be the strongest predictor of future aggression, both inward and outward. And 
third, covert, and not overt aggression, best predicted future aggression. These 
findings add to the growing insights on aggression in females, indicating that 
gender specific studies are highly necessary.
Our findings contrast previous research among typically developing youth, 
claiming that aggression is likely to desist by early adulthood (Steinberg et 
al., 2008). Although participants were not detained at follow-up, they showed 
levels similar to those in detained populations. This raises concern about these 
adolescent females’ general well-being, as aggression is known to predict a 
wide variety of unwanted outcomes. Re-imprisonment, admission to mental 
health clinics or a vagrant life is to be expected. Apart from consequences for 
themselves and the society, it is also likely to impair the next generation. In a 
previous manuscript on this sample (van der Molen et al., 2013), it was shown that 
one third of this group had already mothered a child. While inward aggression 
declined over time, many continued to show potential life-threatening self harm 
behavior at follow-up. The assumption that aggression in adolescent females is 
mild and time limited, does not hold for detained adolescent females.
Aggression should be considered as a spectrum of several subtypes, including not 
only aggression directed towards others (outward), but also to oneself resulting 
through self harming behavior (inward aggression). Especially in females, inward 
aggression should be given greater clinical attention, as it best predicted all forms 
of aggression over time. Similar support for the relation between aggression 
subtypes comes from research on neurobiological mechanisms. Lower levels 
of central serotonin and serum cholesterol have been found in both physically 
aggressive and suicidal populations, compared to non-aggressive individuals 
(Swogger et al., 2011). With regard to intervention, it is of clinical relevance to 
consider that risk and protective factors for the onset and persistence of all types 
of aggression overlap substantially (Greenwald et al., 1994; Plutchik et al., 1989). 
Clinicians should therefore extend their view of aggression and regard both 
inward and outward behaviors as different ways to cope with violent tendencies. 
Our findings on inward and the covert aggression in detained adolescent 
females contrast findings in boys. In boys, aggression directed to others is most 
prevalent and explicit, which explains the focus on this subtype (Archer, 2004). 
This has substantially influenced both research and theory development. Also 
in females, researchers tend to focus on the concept of aggression typically 
for males: the overt form of outward aggression. Therefore, interventions and 
diagnostic instruments are developed for male patterns of aggression. They 
lack focus on types of aggression that was shown of greater relevance for in 
adolescent females in this study, inward and covert aggression. When our 
findings are being replicated, diagnostic instruments and treatment modules 
should be adapted. Given the importance of these findings for the concept of 
aggression in adolescent females, further study is needed.
The findings of this study should be interpreted in the context of some 
limitations. First, although diagnostic assessment of children and adolescents 
emphasizes the use of multiple informants, this study relied solely on self-
report. Including other informants, such as parents or detention group workers, 
might have provided us with extra information. On the other hand, self-report 
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questionnaires are the most reliable form of measuring covert aggression, since 
this form is often overlooked by other people (Henington et al., 1998). However, 
including other informants could have strengthened the study. Files or records of 
the detention centers can also provide more details about aggressive behavior 
during detention. Unfortunately, in our study file information was only available 
at detention intake (baseline measurement) and not at follow-up, as the young 
females were not detained or institutionalized anymore. This left us no possibility 
to compare file information on aggression longitudinally. Future research 
should include more informants or file information. Second, although our study 
on inward aggression shows the importance of this type of aggression, other 
forms of ‘female aggression’ has not been included in this research. Relational 
aggression, known to be of high importance in girls and females, was not 
assessed in our study. Future research should investigate the relation between 
inward and relational aggression as well. Third, detained adolescent females are 
a highly specific group, making it hard to generalize these data to other groups 
of (highly aggressive) adolescent females. 
Notwithstanding these limitations, our findings bear important clinical relevance. 
Aggression is a serious and persistent problem in detained adolescent females 
and it should be given specific attention in both assessment as well as treatment. 
Focus should not only be on outward aggression, as is common practice, but also 
on covert and inward aggression. As covert and inward forms of aggression are 
less apparent than physical violence, specific awareness is needed. Diagnostic 
assessment of female’s aggression must therefore be extended by looking into 
inward and covert forms of aggression. Suicidal and self harm behaviors as well 
as feelings of anger and hostility should be explicitly explored. The same holds 
true for interventions targeting aggression in detained adolescent females. 
Future research should investigate the positive impact on future aggression of 
different treatments for inward aggression as well as both covert and overt forms 
of outward aggression. Although replication is needed, the results of our study 
might have implications for our way of looking at disruptive behavior disorders 
in adolescent females. One needs to investigate whether the current symptoms 
used for classification of externalizing disorders fit adolescent females just as 
well as boys and whether they should be adapted for adolescent females by 
including suicidal and self harm tendencies as diagnostic criteria.
Krabbendam, A.A., Colins, O.F., Beekman, A.T.F., 
Jansen, L.M.C., van de Ven, P.M., van der Molen, 
E., Doreleijers, T.A.H., & Vermeiren, R.R.J.M. (2014).  
Antisocial and borderline personality disorder in young, 
high risk females: Distinct disorders. Submitted.
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ABSTRACT 
Objective
Antisocial personality disorder (ASPD) and borderline personality disorder (BPD) 
are highly prevalent disorders in previously detained young adult females. It has 
been suggested that ASPD and BPD are merely different presentations of the 
same underlying pathology. Our study aims to explore whether ASPD and BPD 
are distinct disorders in this high risk group.
Method 
Participants were 184 females (mean age 20.0 years, SD 1.4 year) who had been 
detained during adolescence. Standardized diagnostic interviews and self-report 
questionnaires were used to measure the criteria and correlates of ASPD and 
BPD. To scrutinize whether the criteria are disorder-specific, diagnostic criteria 
were compared between females with ASPD and BPD. In order to show the 
underlying factors, exploratory factor analysis (EFA) was performed using all of 
the ASPD and BPD criteria. Correlations with other concepts, like mental health 
problems and quality of life, were computed.
Results 
Two of the seven ASPD criteria (lack of remorse and deception) and five of the 
nine BPD criteria discriminated between females with ASPD and those with BPD. 
The EFA showed two underlying factors, with the majority of the criteria clustering 
according to the disorder of origin (ASPD and BPD). Internalizing mental health 
problems and covert aggression were more prevalent among females with BPD, 
while quality of life was reported to be better among ASPD females. 
Conclusions
While there is overlap in symptomatology, the current results indicate that ASPD 
and BPD are distinct disorders in high-risk females. This study thus suggests 
that distinguishing both personality disorders carries clinical relevance. However, 
further research is needed, particularly regarding the criteria of APSD, as gender-
specificity can be questioned.
INTRODUCTION
 
Detained adolescents females are at risk to develop severe impairments in 
general functioning as well as mental health problems and personality disorders 
in young adulthood, especially antisocial- (ASPD) and borderline personality 
disorder (BPD) (van der Molen et al., 2013; Washburn et al., 2007). This is not 
surprising because detained adolescent females exhibit precursors and risk 
factors associated with both disorders, such as childhood trauma, mental health 
problems and high levels of conduct problems (Abram et al., 2007; Cauffman et 
al., 1998; Teplin et al., 2002). Previous studies have shown that the symptoms 
and risk factors of ASPD and BPD largely overlap, suggesting that they may 
represent the expression of an underlying shared etiology (Beauchaine et al., 
2009; Paris, 1997). It is thus under debate whether APSD and BPD are distinct 
disorders. 
Both ASPD and BPD are part of the ‘dramatic’ personality disorders group 
(‘cluster B’), sharing core symptoms, i.e., impulsivity, aggression, and emotional 
dysregulation (Fossati et al., 2004; Paris, 1997). In addition, it has been suggested 
that ASPD and BPD are respectively the masculine and the feminine outcome of 
the same underlying pathology (Beauchaine et al., 2009; Paris, 1997). Additional 
support for this gender-specific manifestation of shared etiology comes from 
studies finding similar risk factors for the development of ASPD and BPD, 
including socioeconomic disadvantage, abuse and neglect (Afifi et al., 2011; 
Beauchaine et al., 2009; Distel et al., 2011; Johnson et al., 1999; Luntz & Widom, 
1994; McGowan et al., 2012; Zanarini, 2000a).
The question of whether ASPD and BPD are different concepts, is especially 
relevant when dealing with females. Whereas BPD is a well-established personality 
disorder in females, it is under debate whether ASPD is a valid disorder in 
females. At present, masculine manifestations and overt behaviors constitute the 
fundamentals of the ASPD concept. The focus of research on male overt behaviors 
is understandable, as these are particularly harmful to society. However, the lower 
occurrence and perhaps different presentation of ASPD in females does not 
exclude that the construct applies to a specific group of females (Torgersen et al., 
2001). On the contrary, the ‘gender paradox’ theory states that the gender with 
the lower prevalence is likely to exhibit a more severe expression of the disorder 
and have poorer outcomes (Tiet et al., 2001). Furthermore, the expression of 
ASPD criteria may differ across gender. An example is the tendency of men to use 
physical aggression to achieve their goals versus females who, because of their 
lower physical strength, use alternative strategies (e.g., manipulation, flirtation, or 
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coercion), potentially reducing the relevance of physical aggression as a criterion 
of ASPD in females (Nicholls & Petrila, 2005). Another example is ‘forced sexual 
activity’, which is likely to be more prevalent among men. Consequently, it can 
be speculated that a number of criteria for ASPD do not fit females, making the 
current criteria not optimal for identifying ASPD in females.
Our sample of previously detained young females offers a unique opportunity 
to address the question of whether ASPD and BPD are two separate and 
distinguishable disorders. Earlier we demonstrated that these females exhibit 
high levels of both personality disorders (van der Molen et al., 2013). Moreover, 
many of the precursors and risk factors for both ASPD and BPD, are present in 
high numbers in detained adolescent females. Consequently, if these disorders 
are merely different presentations of the same underlying pathology, it is to be 
expected that they would be found in this high risk sample. We will address the 
research question of whether ASPD and BPD are two separate and distinguishable 
disorders in three ways. First, the percentages of ASPD and BPD criteria will 
be compared for females with ASPD, BPD, both conditions or neither disorder. 
If these personality disorders are truly distinct, most of the criteria should be 
significantly more prevalent in the disorder of origin and thus in the pure groups. 
The group with both ASPD and BPD is then presumed to be an accumulation of 
symptoms of the two disorders and will therefore exhibit high prevalence rates 
of all of the criteria. 
Second, we will perform an Exploratory Factor Analyses (EFA), using all of 
the ASPD and BPD criteria. EFA is a statistical method that is used to detect 
relationships between variables and to identify latent structures within symptoms. 
EFA is a method without an a priori assumption, allowing each criterion to load 
on any underlying structure. If ASPD and BPD are two distinct constructs, it is 
to be expected that the criteria will cluster in two different factors, i.e., ASPD 
and BPD. Moreover, the criteria should than load most strongly and uniquely 
to the factor of their origin. EFA enables one to find differences in loadings, 
indicating the strength of each criterion for each factor. Finally, as an external 
validation, we also expect females with ASPD to differ from females with BPD in 
other characteristics than their diagnostic criteria. Previous studies have found 
high comorbidity of internalizing disorders and substance abuse with BPD, while 
ASPD is more likely to be related to substance abuse, aggression and delinquent 
behavior (Links et al, 2013). General functioning and quality of life are known 
to be reduced in both ASPD and BPD (Cramer et al, 2006). Therefore, females 
with ASPD are compared to females with BPD with regard to the presence of 
internalizing and externalizing psychopathology and general function.
METHOD
 
Participants
The sample consisted of 184 previously detained young females. The mean age 
of the sample was 20.0 years (SD = 1.4). 57.6% were of Dutch origin, 6.5% of 
other Western origin and 35.9% of non-Western origin. This sample was the 
follow-up population of a cohort of 229 adolescent females who were detained 
in a Dutch juvenile detention center between 2002 and 2004 (Hamerlynck et al., 
2008). Three to six years later (mean follow-up 4.5), 184 young female adults 
(80.3 % of the baseline sample) participated in the follow-up study. Of the 45 
girls lost to follow-up, 18 could not be located (7.8%), two girls died (0.9%) 
and 25 (10.9%) refused to participate. The girls who did not participate in the 
follow-up study (n=45) were not significantly different from those in the follow-
up sample with regard to ethnicity (χ², p=0.98), although, they were significantly 
older at baseline (mean age 16.0 versus 15.5, p<0.05). 
Procedure
This follow-up study was approved by the review boards of the Ministry of Justice 
and by the VU University Medical Ethics Committee. At baseline, participants 
gave written informed-consent for the baseline study as well as to be contacted 
for follow-up research purposes. At follow-up, they again provided written 
informed consent. Participants were paid a stipend for the time invested.
Measures
Borderline and Antisocial Personality Disorder were examined by means of the 
Structured Clinical Interview for DSM-IV Axis II Personality Disorders (SCID-II; 
First et al., 1995). This interview consists of 9 items for BPD and 22 items for ASPD 
(containing 7 ‘adult criteria’ of current dysfunction and 15 ‘childhood criteria’ 
regarding the symptoms of conduct disorder before age 15). Seven participants 
met all of the criteria of ASPD but did not reach the required age of 18. Research 
suggests that ASPD is a useful concept in older adolescents (Chanen et al., 2004) 
and that the two year stability of the diagnosis in adolescents is high (Jones & 
Westen, 2010). As these seven participants were almost 18 years old (mean age 
17.4, SD 0.4), we labeled these adolescents as having ASPD. To ascertain that 
our findings were not influenced by this decision, the analyses were repeated 
including only girls of 18 years and above. Because the results were substantially 
similar, we only present findings including all of the participants. Participants 
were categorized as having ASPD, BPD, ASPD and BPD (AS+BPD) or neither of 
the two personality disorders (no-PD).
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Symptoms of depression were measured using the Beck Depression Inventory 
(BDI; Beck et al., 1961; Schotte et al., 1997). In accordance with the authors, 
our study used a cut-off score of 19 to identify those with moderate to severe 
depressive symptoms (Beck et al., 1961). For this and the following self-report 
questionnaires, missing values were prorated if more than 67% of the data was 
present.
Post-traumatic stress symptoms (PTSS) in the preceding 30 days were assessed 
with the Child Post-Traumatic Stress Disorder-Reactivity Index (CPTSD-RI; Pynoos 
et al., 1987). In accordance with the guideline (Pynoos et al., 1993) we used a 
total cut-off score of 40 to identify those with severe and very severe symptoms 
of PTSD. 
Symptoms of dissociation were assessed with the Dissociation Questionnaire 
(DIS-Q; Vanderlinden et al., 1993). The DIS-Q consists of 63 items. The total 
score is expressed as an average score (sum of the scores divided by the number 
of items). A cut-off score of 2.5 was used to identify those with severe dissociative 
symptoms (Nilsson & Svedin, 2006). 
Substance dependence was examined with the Schedule for Affective Disorders 
and Schizophrenia for School-Age Children-Present and Lifetime Version (K-SADS-
PL; Kaufman et al., 1997; Wals et al., 2001). The K-SADS is a semi-structured 
diagnostic interview designed to assess psychiatric disorders in children and 
adolescents according to the DSM-IV (American Psychiatric Association, 1994). 
In the current study, ‘any substance dependence’ referred to dependence on 
any substances in the past year (e.g., alcohol, marijuana, cocaine, and heroin). 
Tobacco use was not included.
Aggression was assessed with the Dutch translation and adaptation of the Buss-
Durkee Hostility Inventory (BDHI-d; Buss&Durkee, 1957; Lange et al., 1995). The 
BDHI-d is a self-report questionnaire, containing 40 true or false items to assess 
two different types of aggression: overt aggression and covert aggression. Overt 
aggression includes verbal and physical aggression, e.g., ‘When I really lose 
my temper, I am capable of slapping someone’. Covert aggression consists of 
hostile attributions and restrained aggression, e.g., ‘I am irritated a great deal 
more than people are aware of’. Total scores for aggression and separate scores 
for overt and covert aggression were used.
Delinquency: self-report and official registration. To examine the crimes 
that subjects committed, official data from the Dutch Police Records System 
were used. In addition, adult detainment was examined using official records. 
Data were reduced to a binary score ‘offense committed after detention’ and 
‘adult detainment’. Self-report delinquency over the past year was assessed 
by using the 33-item Self-Reported Criminality Scale (Haapasalo & Moilanen, 
2015). Responses were made on a 7-point response scale (1=‘never’, 2=‘once’, 
3=‘twice’ and 4=‘3-5 times’, 5=‘6-10 times’, 6=’11-20 times’, 7=‘21+ times’). 
Variables were subdivided into ‘any crime’ and ‘violent crime’.
Quality of Life. The WHOQOL-BREF was used, a 16 item self-report questionnaire. 
The WHOQOL-BREF total scores demonstrated good discriminant validity, 
content validity, internal consistency and test-retest reliability (WHOQOL Group, 
1998). 
Global assessment score of functioning (GAF) (American Psychiatric Association, 
2013) is an evaluation of the researchers’ judgment of a participant’s ability 
to function in daily life. A score of 70 or less indicates a need for professional 
psycho-social care.
 
Data analyses
First, the prevalence of criteria of ASPD (both adult and childhood criteria) and 
BPD will be presented separately for each of the four groups. Differences in the 
prevalence of each criterion were tested using a Chi-square test on the 4-by-2 
table (group by presence/absence of criterion). In case this overall Chi-square 
test reveals a significant difference between the four groups (p<0.05), post-hoc 
analyses will be performed to test for differences between pairs of groups (ASPD 
vs. BPD, ASPD vs. AS+BPD, BPD vs. AS+BPD, ASPD vs. No-PD, BPD vs. No-
PD), using SPSS 19 (IBM, 2010) and a Bonferroni correction (i.e., p<0.01) to take 
into account the number of five pairwise comparisons). The number of ASPD/
BPD criteria present was compared using a Kruskal-Wallis test for an overall 
comparison of the four groups and the Bonferroni corrected Mann-Whitney test 
for the pairwise differences (in case of a significant overall difference between 
the four groups).
The next step for investigating whether ASPD and BPD are separate constructs 
will be to perform an Exploratory Factor Analysis (EFA) using M-plus (Muthen & 
Muthen, 2010). EFA is a statistical method that is used to uncover the underlying 
structure (factors) of a set of variables. In our analyses, all of the criteria of BPD 
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and adult criteria of ASPD will be used. As the underlying factors are presumably 
correlated, an oblique rotation (Oblimin) will be used. Tetrachoric correlations 
were used as all of the variables were dichotomous. The fit of the final model 
will be judged on the basis of the goodness of fit statistics. A χ2:df of less than 
3, RMSEA<0.08, CFI>0.90 and TLI>0.90 are considered to indicate reasonable 
fit (Bentler, 1990).
Finally, if ASPD and BPD are indeed two different constructs, it is to be expected 
that females with ASPD differ from females with BPD in other aspects than 
their criteria as well. Therefore, the levels of internalizing disorders, substance 
disorders, aggession, delinquency and general functioning will be compared 
between females with ASPD, BPD, AS+BPD and no-PD. First, the overall 
differences between the four groups will be examined using Chi-square tests 
(bivariate variables) and Kruskal-Wallis tests (continuous variables). If a criterion 
shows a significant difference (p<0.05), post-hoc analyses to examine for pairwise 
differences will be performed with the Chi-square test (bivariate variables) or 
Mann-Whitney tests (continuous variables), all of which will be Bonferroni 
corrected (i.e., p<0.01), using SPSS 19 (IBM, 2010). 
RESULTS
 
ASPD-criteria
The prevalence of adult ASPD criteria are shown in Table 1, for females with 
ASPD, BPD, AS+BPD and no-PD. While all but one criterion were more prevalent 
among APSD than BPD females, two out of the seven were significantly more 
prevalent, i.e., ‘deception’ and ‘lack of remorse’. All of the ASPD criteria were 
more prevalent among ASPD females compared to no-PD. When comparing 
ASPD with the group with AS+BPD, no differences were found between the 
two groups except that ‘reckless disregard of safety’ was more prevalent in the 
AS+BPD group.
A CD diagnosis was found in high prevalent rates in all of the groups, with no 
significant differences in the prevalence between the groups. When looking at 
individual CD criteria, no significant differences of CD-criteria before the age 
of 15 were found between females with ASPD and those with BPD. Moreover, 
comparing ASPD with no-PD, differences were small, except for some criteria of 
aggressive conduct.
BPD-criteria
Table 1 shows the prevalence of the BPD criteria compared between the four 
groups. Of the 9 BPD criteria, 5 were significantly more prevalent among BPD 
females compared to those with ASPD. ‘Unstable interpersonal relationships’, 
‘impulsivity’, ‘recurrent self-harm’ and ‘inappropriate anger’ were not able to 
distinguish BPD females from ASPD females. ‘Unstable interpersonal relations’, 
‘impulsivity’ and ‘inappropriate intense anger’ were more prevalent in ASPD 
females compared to no-PD females. This means that these BPD criteria also 
had predictive value to distinguish females with ASPD from those without a PD. 
When comparing BPD to the group with AS+BPD, the addition of ASPD made 
a difference in the item ‘impulsivity’, which was higher in the group with both 
disorders.
Exploring the diagnostic groups
EFA was used to cluster criteria into factors without any a priory assumptions. In 
this analysis all of the adult criteria of ASPD and BPD were included to identify 
clusters of these symptoms. The fit of the model was good when judged on 
the basis of the incremental fit indices CFI=0.958 and TLI=0.943. The absolute 
fit indices, RMSEA=0.066, 95%-CI:0.046–0.082, and relative Chi-square, 
χ2:df=160:89 =1.8 were both below the cut-offs for an acceptable fit. Based 
on the scree-plot, 2 factors were extracted, accounting for 43.2% of the total 
variance. The loadings for each factor are shown in Table 2. Factor 1 exhibits all 
but one criterion of BPD. Inappropriate anger, a BPD criterion, loaded only on 
Factor 2. ‘Unstable interpersonal relationships’ and ‘impulsivity’ loaded on both 
factors, with the first even higher on factor 2. Factor 2 contains all but one of the 
ASPD criteria. The ASPD criterion ‘consistent irresponsibility’ loaded on factor 1. 
‘Impulsiveness’ and, ‘reckless disregard for safety’ loaded on both factors.
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Table 2.  Loadings for each criterion on the factors (pattern matrix)
Factor 1 Factor 2
BPD-criteria
Frantic efforts to avoid abandonment 0.847
Unstable interpersonal relationships 0.385 0.533
Identity disturbance 0.871 
Impulsivity (potentially self-damaging) 0.591 0.524
Recurrent self harm 0.551 
Affective instability 0.690 
Chronic feelings of emptiness 0.698 
Inappropriate, intense anger 0.768
Stress-related paranoia or dissociation 0.742 
ASPD – crieria
Failure to conform to social norms 0.765
Deception 0.796
Impulsiveness (failure to plan ahead) 0.489 0.412
Irritability and aggressiveness 0.765
Reckless disregard for safety 0.415 0.630
Consistent irresponsibility 0.500 
Lack of remorse 0.798
Differences between ASPD and BPD females in other domains
Other concepts besides the DSM-IV ASPD and BPD criteria were investigated 
for the four groups of females (Table 3). All of the internalizing problems were 
more prevalent in BPD females than in ASPD females, while the levels in ASPD 
females were comparable to no- PD females. The co-morbid group (AS+BPD) 
resembled the BPD group. The levels of aggressive behavior as reported by 
the females themselves, are notable: females with BPD reported more covert 
and overall aggressive behavior than ASPD females. However, no differences 
were found in official crime records after detention between ASPD and BPD 
females. Substance use disorders were more prevalent among those with ASPD 
compared to those with no-PD, with the AS+BPD group displaying higher levels 
than ASPD or BPD females.
The GAF-scores, as ascertained by researchers, of ASPD females indicated a 
significantly lower general function, compared to females with no-PD. However, 
ASPD females scored their own quality of life not as low as expected by the GAF-
scores, suggesting that they experienced their function better than qualified by 
researchers. This is in contrast to the females with BPD, who also functioned 
less well than no-PD females as reported by the GAF-score; however, they also 
experienced highly hampered quality of life (Table 3). Ta
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DISCUSSION
Several studies suggest that ASPD and BPD are two expressions of the same 
underlying pathology, with BPD being the most prevalent outcome in females. 
The current study, therefore, investigate whether ASPD and BPD are separate 
disorders in females previously detained in adolescence. In this population, high 
levels of precursors and risk factors for both personality disorders are present, 
making it a unique population to use to study this question.
While the individual ASPD and BPD criteria were related to their concept of origin 
in these young females, some had significant discriminative value to distinguish 
between ASPD and BPD. That relatively less criteria differentiated ASPD (2/7) 
from BPD (5/9) is notable. From a clinical perspective it is comprehensible that 
‘deception’ and ‘lack of remorse’ discriminate well, as both criteria comprise 
lack of empathy which is eminently an antisocial feature. Factor analysis further 
indicated that the criteria cluster almost exactly into these two disorders. 
Furthermore, additional characteristics differed between females with ASPD 
versus BPD: internalizing disorders and self-reported (covert) aggression were 
more prevalent in females with BPD, while a better quality of life was reported 
by ASPD females. The females with a co-morbidity of ASPD and BPD exhibited 
similar or higher scores than the single-diagnosis group with the highest score. 
The combination of these results adds to the assumption that ASPD and BPD are 
qualitatively different conditions in females. 
In line with other studies, we found some overlap in symptomatology between 
ASPD and BPD. As impulsivity is a criterion for both disorders, it is not surprising 
that it had limited discriminative power. In the EFA, some criteria loaded on the 
other personality disorder, or on both; it is understandable that an aggression 
related BPD criterion such as ‘inappropriate, intense anger’ loads more strongly 
on ASPD than BPD. By contrast, ‘consistent irresponsibility’, an ASPD criterion, 
loaded to the BPD-factor. ‘Unstable interpersonal relationships’ and ‘reckless 
disregard for safety’, loaded on both factors. Although the criteria overlap, the 
underlying mechanisms might still be different in these disorders. While females 
with BPD might be unable to control their mood swings with inappropriate anger 
as a result, the lack of empathy and remorse might make females with ASPD not 
willing to control their temper. As the motivational part of the criteria is not taken 
into account in the diagnosis, nor in our study, this should be subject to further 
study. 
In our study, all of the adult ASPD criteria were more prevalent among ASPD 
females compared to females with no-PD. This does not rule out the possibility 
that other, even better (gender-specific) criteria exist for ASPD in females. 
It only shows that all of the criteria have discriminative power to distinguish 
females diagnosed with the current criteria from those without a personality 
disorder. Differentiation between ASPD and BPD by the adult ASPD criteria 
was, however, limited, with only two criteria significantly more prevalent among 
ASPD compared to BPD females. As expected, high levels of CD were found 
in all of the previously detained females, independent from the presence of a 
personality diagnosis. The prevalence of CD diagnosis did (therefore) not differ 
significantly between the groups. Further, when looking at individual criteria of 
CD, still no criteria differentiated between ASPD and BPD. Moreover, only the 
specific criteria of aggressive conduct (i.e., physical cruelty to humans/animals) 
differentiated ASPD females from no-PD females, which is in line with other 
studies (Burnette & Newman, 2005; Gelhorn et al., 2007). Other CD criteria 
lacked discriminant power. Replacing or adding (gender-specific) criteria might 
improve the discriminatory power of CD in a high risk female population. Future 
research needs to address this issue.
Limitations and implications
While our study group was unique for studying the course and overlap between 
personality disorders, some limitations must be considered when interpreting 
the results. First, the group of females used in our study is modest in size. This 
means that clinically relevant differences might not have appeared in our study. 
For instance, while substance abuse was more prevalent among ASPD females 
compared to those with BPD, the difference was not statistically significant. If the 
groups had been larger, this difference might have reached statistical significance. 
Second, we were not able to include a male comparison population, making it 
impossible to find contrasts in the criteria for ASPD or BPD between males and 
females.
Notwithstanding these limitations, the results have clinical implications and may 
provide recommendations for future research. Our results add to the assumption 
that ASPD and BPD are qualitatively different conditions in a high risk group of 
females, which is clinically highly relevant. Further research should investigate 
the most optimal criteria of these disorders in females. 
Krabbendam, A.A., Colins, O.F., Doreleijers, T.A.H., van 
der Molen, E., Beekman, A.T.F., & Vermeiren, R.R.J.M. 
(2015). Personality disorders in previously detained 
adolescent females: a prospective study. 
American Journal of Orthopsychiatry, 84(1), 63-71.
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ABSTRACT 
Background
This longitudinal study investigated the predictive value of trauma and mental 
health problems for the development of antisocial personality disorder (ASPD) 
and borderline personality disorder (BPD) in previously detained women. 
Method
The participants were 229 detained adolescent females who were assessed for 
traumatic experiences and mental health problems (mean age 15.5 years). Three 
to 6 years later (mean 4.5; SD = 0.6), ASPD and BPD were diagnosed with a 
semi-structured interview. 
Results
Forty percent of the women had a personality disorder (i.e., ASPD 15.8%, BPD 
9.2%, or both ASPD and BPD 15.2%). Posttraumatic stress, depressive symptoms 
and dissociation during detention increased the risk for BPD in adulthood. 
Surprisingly, neither conduct problems nor substance dependence predicted 
ASPD.
Conclusions
These findings require further study because they add to the controversy 
surrounding ASPD in females. The high prevalence rates of personality disorders 
indicate the need for intervention programs that target these unwanted 
outcomes. 
INTRODUCTION
 
Women with personality disorders face substantial burdens including relational 
difficulties (Coifman et al., 2012), poor overall functioning (Zanarini et al., 2011) 
and co-morbid mental health problems (Grant et al., 2008). In addition, the 
societal effects of personality disorders are enormous due to the frequent use 
of public (mental) health services, repeated victimization and dependence on 
unemployment and disability benefits (Bender et al., 2001). Detained adolescent 
females are at a substantial risk for developing personality disorders, because 
they exhibit high levels of known risk factors; for example histories of abuse 
and related mental health problems (Abram et al., 2004; Bender et al., 2001; 
Cauffman et al., 1998; Teplin et al., 2002). Given the previously mentioned 
adverse effects and the difficulty of treating personality disorders, it is important 
to identify which detained adolescent females are at risk for such unwanted 
outcomes. The identification of these females may provide starting points for 
preventative strategies. 
A growing body of evidence from community and clinical studies has established 
an association between childhood maltreatment and later personality disorders 
(Bierer et al., 2003; Grover et al., 2007). While maltreatment in general has been 
related to both antisocial personality disorder (ASPD; (Fergusson et al., 2008) 
and borderline personality disorder (BPD; (Widom et al., 2009), sexual abuse 
has specifically been linked to BPD (Zanarini et al., 2000a). The development of 
a personality disorder is a multi-causal pathway and thus risk factors other than 
trauma also play important roles. Known risk factors include a diversity of mental 
health problems. In the general population, associations with posttraumatic stress 
disorder (Shea et al., 2000), depression (Mulder, 2004), dissociation (Korzekwa 
et al., 2009), substance abuse (Trull et al., 2004), conduct problems (Gelhorn et 
al., 2007) and hyperactivity (Mannuzza et al., 1993; Stepp et al., 2012a) have 
been described. Therefore, these mental health problems must be included 
when studying the onset of ASPD and BPD. Because effective interventions are 
available for these mental health problems, knowledge about determinants for 
ASPD and BPD will likely create unique opportunities for intervention.
Several studies have indicated that the majority of detained adolescent females 
have been traumatized and exhibit mental health problems (Abram et al., 2003; 
Carrion & Steiner, 2000; Hamerlynck et al., 2008; Ruchkin et al., 2002; Springer 
et al., 2007; Teplin et al., 2002) Levels of physical and sexual abuse reported 
among detained adolescent females are astonishing. In the study of Abram 
and colleagues (Abram et al., 2003), 84% of the detained adolescent females 
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reported a traumatic event in their past, with the mean number of experiences 
being as high as 14. Not surprisingly, detained adolescent females exhibit high 
levels of both externalizing (e.g., conduct disorder and drug dependence), and 
internalizing problems (e.g., depression, suicidal behavior and posttraumatic 
stress disorder) (Abram et al., 2003; Cauffman, 2004; Leenarts et al., 2013; Teplin 
et al., 2002). These levels of trauma and mental health problems indicate that 
detained adolescent females are at increased risk for developing. ASPD and 
BPD. Kaszynski and colleagues indeed exhibit high levels of personality disorders 
in detained youth (Kaszynski et al., 2014) with levels of ASPD as high as 91% in 
detained adolescent females, and BPD in 41%. Unfortunately, just one study 
has focused prospectively on the relationships between the risk factors during 
adolescent detention and long-term outcome of ASPD and BPD in females. 
This study reported that approximately 30% of previously detained adolescent 
females met the criteria for ASPD during young adulthood (Washburn et al., 
2007). The presence of more than five symptoms of conduct disorder and alcohol 
abuse predicted the presence of ASPD. In a previous article, we reported on 
the poor outcomes of detained adolescent females upon reaching adulthood; 
40% of our study population had developed ASPD and/or BPD. Although the 
longitudinal relation between mental health problems and personality disorders 
has not been studied extensively in detained adolescents, there is evidence that 
mental health problems and traumatic events are related to adverse outcomes. 
For example, anxiety in adolescent females was found to increase the risk for 
future offending (Plattner et al., 2009). 
The previously mentioned high levels of ASPD and BPD found during detention 
by Kaszynski and colleagues (Kaszynski et al., 2014) are much lower than those 
found in young adulthood after adolescent detainment (van der Molen et al., 
2013; Washburn et al., 2007). This difference might possibly indicate low stability 
of these personality disorders in adolescence and during detention. Those 
females who will continue to suffer from a personality disorder will be the ones 
experiencing continuous difficulties in their lives and causing high societal costs 
(Bender et al., 2001). It is therefore important to recognize those adolescent 
females who continue to suffer from ASPD and/or BPD in adulthood and identify 
risk factors for this unwarranted outcome; especially, because this might provide 
a starting point for treatment options to reverse the progression of ASPD and 
BPD into adulthood. This stresses the importance of longitudinal studies on risk 
factors during detention for personality disorders in young adulthood. Research 
has consistently reported that trauma and mental health problems are precursors 
of BPD and ASPD in the general population (Afifi et al., 2011). However, it 
has been shown that results from the general population cannot simply be 
generalized to juvenile justice samples (Colins et al., 2012; Colins et al., 2013). 
Therefore, the relations between trauma and mental health problems in previously 
detained adolescent females and the long-term development of ASPD and BPD 
still need to be examined. Therefore, the current follow-up study was designed 
to examine the predictive value of trauma and mental health problems among 
detained adolescent females for the presence of BPD and ASPD in young 
adulthood.
METHOD
 
Participants
Between 2002 and 2004, 229 female adolescents from three Dutch juvenile 
detention centers were studied (baseline sample). The mean age at the time of 
study was 15.6 years (SD 1.4). The reasons for detention were the committing 
of a violent crime (34%), a nonviolent crime (21%), or severe problem behavior 
such as drug abuse and/or prostitution (45%). Three to 6 years later (M=4.5; 
SD=0.6), 184 (80.3%) of these adolescent females participated in the follow-
up study. Forty-five participants were not included in the follow-up study; 18 
of these participants could not be located (7.9%), two had died (0.9%), and 25 
(10.9%) were not willing to participate. Parents and caregivers are considered 
to be crucial informants to ascertain mental health problems. Notwithstanding 
the fact that parents or caregivers of detained adolescents are difficult to locate, 
and/or unwilling or unable to provide information (Colins et al., 2012, 2011; 
Penney & Skilling, 2012), we tried to include parents. Of the 184 participants 
who were included in the follow-up study, the parents/caregivers of 105 (57%) 
had participated at baseline. The participating caregivers were interviewed by 
phone. 
The mean age of the follow-up sample (n=184) was 20.0 years (SD=1.4; 
range=16.2-24.1, with 16 being younger than 18). Regarding the origins of our 
sample, 57.6% were of Dutch origin, 35.9% were non-Western, and 6.5% were 
of other Western origins. The adolescent females who did not participate in the 
follow-up study (n=45) were not significantly different from those who participated 
in the follow-up sample in terms of ethnicity (χ2 0.05, df=2, p=0.98) but were 
significantly older (mean age at baseline=16.1 vs. 15.5, t=2.41, df=227, p<0.05).
Procedure
This follow-up study was approved by the review boards of the Ministry of 
Justice and by the VU University Medical Ethics Committee. At baseline, 
the participants provided written informed consent for the baseline study 
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and to be contacted for follow-up research purposes. At the follow-up, the 
participants were again given oral and written information, and all renewed 
their written informed consent. The participants were paid a stipend for the 
time invested. The majority of the participants (82.6%) were interviewed at 
a location of their choice (e.g., their home, the house of a friend), 26 young 
women (14.1%) were interviewed at residential facilities and 6 (3.3%) were 
interviewed at correctional facilities. The semi-structured interviews were 
performed by a trained psychologist and a psychiatrist with clinical experience. 
Measures 
Outcome Measures
Borderline and Antisocial Personality Disorder were examined via the Structured 
Clinical Interview for DSM-IV Axis II Personality Disorders (SCID-II; First et al., 
1995). This interview consists of nine items for BPD and 22 items for ASPD 
(including CD before age 15). Although the DSM-IV requires an individual to 
be at least 18 years old for the diagnosis of ASPD, seven of the participants 
met all of the criteria for ASPD and were nearly 18 years old (mean age = 17.4, 
SD = 0.4). Therefore, we waived this age criterion and labeled these females as 
having ASPD. To ascertain whether the findings were influenced by this decision, 
we also performed analyses that included only the females who were 18 years 
and above. The results were similar; thus we will only present the findings that 
included all of the participants (details are available upon request from the first 
author).
Baseline Variables reported by the detained adolescent females (Predictors) 
The occurrence of traumatic events over the lifetime was assessed via an 
adapted version of the Traumatic Events Screening Inventory (TESI-C; Ribbe, 
1996). This TESI-C is an 11-item self-report questionnaire that contains 10 items 
focusing on 10 different types of traumatic events (e.g., being attacked with a 
weapon or being severely physically hurt and being sexually approached against 
her will). The last item asks about the occurrence of any other trauma that was 
not covered by the other ten items. We created the variable a history of trauma 
(vs. no history of trauma), which was defined by having experienced at least 
one traumatic event. Traumas were clustered into the following three subgroups: 
sexual trauma, aggressive trauma, and other trauma (e.g., having experienced a 
severe and frightening traffic accident). 
Posttraumatic stress symptoms (PTSS) were assessed via the Dutch translation 
of the Child Post-Traumatic Stress Disorder-Reactivity Index (CPTSD-RI; Pynoos 
et al., 1987). The CPTSD-RI was designed to assess posttraumatic stress in the 
preceding 30 days and consists of 20 items that are scored on a five-point Likert 
scale (ranging from 0=none to 4=most of the time). In accordance with the 
guidelines (Pynoos et al., 1993), the total scores were classified as “mild” (12-
24), “moderate” (25-39), “severe” (40-59), and “very severe” (above 60) PTSD 
reactions. In our study, a cutoff score of 40 was used to identify those with severe 
and very severe symptoms of PTSD. In previous studies, this cut-off has been 
found to be strongly correlated with diagnoses of PTSD (Pynoos et al., 1993). For 
this and the following self-report questionnaires, missing values were prorated if 
more than 67% of the data were present. 
Symptoms of depression were measured using the Dutch translation (Schotte et 
al., 1997) of the Beck Depression Inventory (BDI; Beck et al., 1961). This scale 
includes 21 items about depressive symptoms that have been experienced over 
the previous week that are rated on a four-point Likert scale (ranging from 0 
absent to 3 severe). In accordance with the indications of the authors of this 
inventory, our study used a cut-off score of 19 to identify those with moderate to 
severe depressive symptoms (Beck et al., 1961). In previous studies, this cutoff 
score reliably discriminates between individuals with and without a diagnosis of 
depression (Richter et al., 1998).
Symptoms of dissociation were assessed with the Dissociation Questionnaire 
(DIS-Q; Vanderlinden et al., 1993). The DIS-Q consists of 63 items that are rated 
on a five-point Likert scale (ranging from 1=not at all present, to 5=very present), 
and the total score is expressed as an average score (i.e., the sum of the scores 
divided by the number of items). In our study, a cutoff score of 2.5 was used 
to identify those with severe dissociative symptoms. In previous studies, this 
cut-off score has been shown to distinguish between females with and without 
diagnoses of dissociation (Nilsson & Svedin, 2006).
Substance dependence Substance dependence was examined with the Dutch 
version of the Kiddie-SADS-Present and Lifetime Version (K-SADS-PL; Kaufman 
et al., 1997; Wals et al., 2001). This is a semi-structured diagnostic interview 
designed to assess mental health problems in children and adolescents 
according to the DSM–IV (American Psychiatric Association, 1994). In the current 
study, “any substance dependence” referred to dependence on any substances 
in the past year (e.g., alcohol, marijuana, cocaine, or heroin). Tobacco use was 
not included. 
The Dutch version of the SDQ was used to assess the presence of conduct 
problems and hyperactivity as reported by the detained adolescent females (i.e., 
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the self-report version; (Goodman, 2001; van Widenfelt et al., 2003). The SDQ is a 
25-item questionnaire that contains five subscales of five items each. We used the 
scales that assess conduct problems and hyperactivity. The items are scored on a 
Likert scale that ranges from 0 (not true) to 2 (certainly true). In accordance with 
the SDQ scoring manual (Goodman, 2013), the participants with scores of 5 or 
higher on each scale were identified as having conduct problems or hyperactivity. 
Baseline variables reported by the parents/caregivers (predictors)
The Dutch version of the SDQ-parent version was used to assess the presence 
of conduct problems, hyperactivity, and emotional problems as reported by 
one of the caregivers (Goodman, 2001; van Widenfelt et al., 2003). The SDQ-
parent version has the same structure as the self-report version (i.e., 25 items, 
and five subscales of five items each that are scored on a Likert scale from 0 
to 2). In accordance with the SDQ scoring manual (Goodman, 2013), the 
participants with scores of 5 or higher on each scale were identified as having 
parent-reported conduct problems, hyperactivity, or emotional problems. 
Data analyses
First, the prevalence rates of BPD, ASPD and co-occurring BPD and ASPD in 
the total sample were calculated. Second, the prevalence rates of traumatic 
events and mental health problems were calculated for the females with 
only BPD, only ASPD, both ASPD and BPD and those without BPD or ASPD 
(henceforth referred to as “BPD,” “ASPD,” “AS+BPD” and “no-PD,” 
respectively). Third, bivariate logistic regression analyses were performed 
with trauma and mental health problems as the independent variables 
and BPD (vs. no-PD), ASPD (vs. no-PD), AS+BPD (vs. no-PD), and BPD (vs. ASPD) 
as outcome variables. This latter analysis using BPD versus ASPD as the outcome 
was used to determine the potential differences in risk factors between BPD 
and ASPD. Fourth, to examine the unique contributions of self-reported mental 
health problems, multivariate logistic regression analyses were performed with 
BPD, ASPD and AS+BPD (vs. no-PD) as the outcome variables. In these latter 
analyses, the variables that were related to the outcome variables in the bivariate 
analyses at the level of p<0.10 were included as independent variables. Finally, 
to examine the effects of caregiver-reported mental health problems, these 
problems (if they were significant in the bivariate analyses at the level of p<0.10) 
were included in the multivariate logistic regression analyses with BPD, ASPD 
and AS+BPD (vs. no-PD) as the outcome variables. 
All tests were two-tailed, and p-values 0.05 were considered statistically 
significant.
RESULTS
 
Trauma and mental health problems in detention and personality disorders 
in adulthood
At baseline, nearly all of the participants reported at least one traumatic 
experience (94.9%), with 79.1% reporting aggressive traumatic events, 52.6% 
sexual trauma, and 84.7% other traumatic experiences (Table 1). The self-
reported mental health problems are presented in Table 1, and the adolescent 
females’ mental health problems as reported by the caregivers are presented in 
Table 2. Four to 5 years later, 40.2% (n=74) of the participants had developed 
at least one of the two personality disorders investigated. Specifically, BPD 
occurred in 9.2% (n 17), ASPD in 15.8% (n=29), and 15.2% (n=28) met criteria for 
AS+BPD (Table 1).
Predictors for BPD and ASPD: bivariate analyses
When compared with females with no-PD, histories of trauma were not different 
from BPD, ASPD, or AS+BPD at follow-up. In addition, the specific types of 
trauma did not predict any of the PDs, although a history of sexual trauma nearly 
reached significance in the prediction of BPD (p=0.057). 
Compared with no-PD, self-reported internalizing problems (PTSS; odds ratio 
[OR]=7.4, depressive symptoms; OR=2.9 and dissociation; OR=22.2) significantly 
predicted later BPD, while AS+BPD was predicted by both internalizing (PTSS; 
OR=3.5, dissociation; OR=4.2) and externalizing problems (hyperactivity; 
OR=2.6 and substance dependence; OR=2.7). ASPD was predicted by neither 
internalizing nor externalizing problems. When compared with females with 
ASPD, those with BPD scored significantly higher on dissociation (OR=24.0), 
PTSS (OR=7.4) and hyperactivity (OR=4.1; Table 1). 
Of the caregiver’s reported problems at baseline, only emotional problems 
predicted the presence of BPD at follow-up and also discriminated between 
later BPD and ASPD (Table 2).
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Predictors of BPD and ASPD: multivariate analyses
In the regression analysis with BPD (vs. no-PD) as the outcome, self-reported 
sexual trauma, aggressive trauma, PTSS, depressive symptoms, dissociation 
and hyperactivity were included as independent variables. In this model, only 
dissociation was positively related to BPD (p=0.01, OR=9.1, 95% confidence 
interval [CI]=1.6–51.2). When AS+BPD (vs. no-PD) was used as the outcome 
variable of interest, self-reported PTSS, dissociation, hyperactivity and substance 
dependence were included as independent variables. In this analysis, only 
substance dependence was positively related to AS+BPD (p=0.031, β=2.9, 
CI=1.1-7.4).
In the bivariate analyses with ASPD as the outcome variable, none of the 
predictors had p values below 0.10. A multivariate logistic regression analysis 
was therefore not performed for ASPD.
 
Including caregiver-reported predictors for BPD and ASPD: multivariate 
analyses
In the subgroup of detained females with caregiver report data (n=105), 
regression analysis was performed with BPD (vs. no-PD) as an outcome, and 
the caregiver-reported emotional problems were added to the self-reported 
sexual trauma, aggressive trauma, PTSS, depressive symptoms, dissociation and 
hyperactivity as independent variables. The outcome of this model did not differ 
from the model that used only the self-reported predictors; only dissociation was 
related to BPD (p=0.04, β=9.1, CI=1.2-2204.8). 
For ASPD+BPD (vs. no-BPD/ASPD), the caregiver-reported emotional problems 
and hyperactivity were included in the model with the self-reported PTSS, 
dissociation, hyperactivity and substance dependence. In this analysis, only 
emotional problems reported by caregivers were positively related to ASPD+BPD 
(p=0.03, β=5.6, CI=1.0-30.8). 
In the bivariate analyses with ASPD as the outcome variable, the caregiver-
reported predictors, like the self-reported scales, did not reach p-values below 
0.10. Thus, no multivariate logistic regression analysis for ASPD was performed. 
DISCUSSION 
Detained adolescent females experience astonishingly high rates of trauma and 
mental health problems, and these conditions are known to increase the risks 
for later borderline and antisocial personality disorders (BPD and ASPD) in the 
general population (Yen et al., 2002). However, knowledge about the risk factors 
for the development of these disorders in detained adolescent females is sparse. 
Because ASPD and BPD have detrimental consequences for individuals themselves 
and society as a whole, it is essential to accurately identify precursors of these 
adverse developments. The current study examined the prospective relationships 
of traumatic events and mental health problems in detained adolescent females 
with the presence of BPD and ASPD in adulthood. Three main findings emerged. 
First, two of every five detained females had developed a personality disorder 
in young adulthood, and a substantial portion of our sample had both BPD and 
ASPD. Second, trauma did not predict any of the personality disorders 4 to 5 years 
later. Finally, BPD was preceded by internalizing problems, co-morbid BPD-APSD 
was predicted by internalizing and externalizing problems, while the presence of 
ASPD only was predicted by none of the mental health problems.
Given the high levels of risk factors for personality disorders that have been 
described in female adolescents (Abram et al., 2004; Cauffman et al., 1998; 
Leenarts et al., 2013; Teplin et al., 2002), it is not surprising that over 40% of 
our sample developed BPD or ASPD as young adults, which is multitude of 
the percentages that have been described in the general female population 
(BPD: 0.4 to 6.2% and ASPD: 0.0 to 1.9%) (Coid et al., 2006; Grant et al., 2008; 
Torgersen et al., 2001). Although, in general population ASPD is far less prevalent 
in females than in males (Torgersen et al., 2001), our study and the Washburn 
study (Washburn et al., 2007) showed that detained adolescent females are at 
a high risk for this disorder. The relatively large group with both BPD and ASPD 
should be considered a particularly troubled group, as co-morbidity in personality 
disorders is associated with more severely impaired psychosocial functioning and 
poorer outcomes compared with the presence of a single personality disorder 
(Gunderson et al., 2006; Links et al., 1998). Given the high levels of risk factors 
for personality disorders in detained adolescent females, it might be considered 
even more remarkable that three out of five young women in our sample were not 
diagnosed with a personality disorder. This suggests that a substantial subgroup 
of detained adolescent females is resilient and show positive outcomes later in life. 
This resilience can be explained by the existence of protective factors and must be 
seen in the light of the transition into adulthood (Burt & Paysnick, 2012; Cicchetti, 
2013; van der Molen et al., 2012). That the same individuals may show lower 
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levels of personality disorders in adolescence than in young adulthood (Kaszynski 
et al., 2014; Washburn et al., 2007) suggests that protective factors are at play. 
Future research on protective factors for the development of personality disorders 
is warranted, especially as it could be a valuable entry for treatment options. 
A history of trauma itself failed to predict the development of personality 
disorders in detained the adolescent females; this finding does not converge with 
results from general population studies. There are several possible explanations 
for this finding. First, a ceiling effect is likely, as nearly all of the adolescent 
females in our sample were traumatized. This ceiling effect may have restricted 
our ability to identify a relation between trauma and personality disorder. 
Second, the potential lack of reliability of the retrospective reports of trauma 
may have polluted the analyses (Hepp et al., 2006). Substantial inconsistencies 
in self-reported traumatic events at different moments of assessment have been 
found, especially in severely traumatized populations (Aalsma et al., 2002). 
Although 95% of the detained adolescent females reported a traumatic event, 
inconsistencies in reporting different types of trauma can be expected. When 
participants incorrectly report or not report a specific type of trauma, relations 
with outcome measures are unreliable. This phenomenon may have played a 
role in our specific group of detained adolescent females, explaining part of the 
negative relations found between trauma and personality disorders.
Early mental health problems in detained adolescent females presage troublesome 
futures. Prior research has demonstrated that mental health problems in detained 
adolescent females are positively related with criminal recidivism (Aebi et al., 
2014; Plattner et al., 2009). The current study builds further on these results and 
shows that the presence of internalizing mental health problems during detention 
are related to 7-fold (PTSS) to over 20-fold (dissociation) elevations in the risk of 
BPD 4 to 5 years later. Our findings that both internalizing and externalizing 
disorders predicted the presence of co-morbid BPD and ASPD can be viewed 
as an indicator of the severity of this combination of disorders and affirms the 
findings of other studies that this is a worrisome group (Gunderson et al., 2006; 
Links et al., 1998). Among detained adolescent females, the identification of co-
morbid internalizing and externalizing mental health problems and the provision 
of interventions to reduce these co-morbid pathologies are essential because 
this group is at risk for the most troubled futures. 
In the general population, conduct problems, hyperactivity, and substance 
dependence are known risk factors for the development of ASPD. It is striking 
that none of these risk factors predicted the presence of ASPD in our sample 
of detained females. This lack of predictive value was found in both the self-
reports and caregiver reports of the detained adolescent females’ mental health 
problems. Although the caregivers reported higher levels of conduct problems 
and hyperactivity than did the adolescent females themselves, the caregiver 
reports still failed to have predictive value for ASPD. This lack of predictive 
value could potentially be explained as follows: Because most adolescent 
females in the general Population exhibit low levels of conduct problems, the 
mere presence of severe conduct problems is predictive of ASPD. In detained 
populations in which all adolescent females present with some type of conduct 
problem (i.e., the reason for their detainment), the severity of these problems 
might not be related to ASPD. This supposition requires further investigation. 
Differences between adolescent females and boys in the predictive value of 
externalizing problems can also be expected, as externalizing problems are 
expressed differently between the sexes. For example, qualitative differences in 
aggression exist; adolescent females use relational aggression and self-directed 
aggression more often, whereas boys usually display physical aggression 
directed toward others (Archer, 2004; Gvion & Apter, 2011; Krabbendam et 
al., 2014). Of course, ASPD itself may also be expressed differently in females. 
For example, whereas men use physical aggression to achieve their goals, 
their lower physical strength forces women to use alternative strategies such as 
manipulation, flirtation, or coercion. This potentially reduces the relevance of 
physical aggression as a criterion of ASPD in females (Nicholls & Petrila, 2005). 
Given that the current ASPD diagnosis is primarily based on male patterns 
of behavior and risk factors, the validity of this diagnosis in females can be 
questioned (Dolan & Vollm, 2009). Predictive value of known risk factors for 
this diagnosis may thus lack predictive utility as a result of the limited validity 
of ASPD in women. This issue also requires further study, because it may have 
substantial consequences for both diagnostic assessment and treatment of 
females at risk for ASPD. 
Notwithstanding the strengths of our study, our findings should be interpreted 
in the context of some limitations. First, the presence of borderline personality 
traits was not examined at baseline; consequently, we were unable to control 
for BPD at baseline. Therefore, it is not possible to reach conclusions regarding 
possible etiological pathways mediating the relationship between mental health 
problems and BPD. Second, mental health problems were assessed via self-
report questionnaires. Although strong correlations between these self-report 
questionnaires and the DSM-diagnoses exist (Pynoos et al., 1993; Richter et al., 
1998), one cannot be sure that those with high scores also meet the criteria for 
a DSM-disorder. Third, the group of caregivers included in this study was small, 
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which further decreased the number of females in the groups with ASPD and 
BPD. The large confidence intervals suggest that the current findings must be 
interpreted with caution.
Our findings are directly relevant for clinical practice. First, histories of trauma 
were ubiquitous in this population. Therefore, the assessment of trauma and 
related mental health problems should be given explicit attention. Second, the 
high prevalence of BPD and ASPD in adulthood underscores the need for early 
interventions for detained female adolescents. Although mental health care in 
detained populations has improved, it is still not a primary focus of juvenile justice 
(Anderson et al., 2004; Pajer et al., 2007). Moreover, high quality studies into 
the effect of treatment are largely missing (Townsend et al., 2010). The current 
study showed that mental health problems increase the risks for detrimental 
developmental outcomes. The possibilities of positively influencing outcomes 
should be explored, particularly because evidence-based treatment modules 
for conditions such as PTSD and depression are available (Gillies et al., 2011; 
Ryan, 2005). Because we know that previously detained adolescent females 
continue to exhibit significant functional impairments (Abram et al., 2009), 
every possible avenue for improving outcomes should be explored. Previously 
detained females are at a high risk of becoming young mothers, and inadequate 
parenting is known to be related to adverse outcomes among their children 
(Hoeve et al., 2009). Adolescent females in detention should be provided access 
to interventions or should be motivated to participate in community treatment 
if the duration of their stay is limited. Future studies should investigate whether 
intervention programs aimed at reducing trauma-related consequences reduce 
dysfunction later in life (see also Townsend et al., 2010).
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ABSTRACT 
 
Background
Severe childhood traumas and mental health problems are highly prevalent 
in detained adolescent females. Several studies, however, have shown 
inconsistencies in trauma reports that may be associated with the presence of 
mental health problems. Therefore, the present study examined the consistency 
of trauma reports and the effects of current mental health problems on such 
reports in detained adolescent females.
Method
The participants were 163 young women who were assessed while being 
detained in adolescence and re-assessed at follow-up, three to six years later 
(M=4.5; SD =1.4). Standardized self-reported questionnaires were used to assess 
traumatic events and mental health problems. Structural equation modeling was 
used to examine the relationship between the trauma reports and mental health 
problems.
Results
In detention, 79.8% reported a traumatic event, whereas only half of these 
traumatic events were also reported at follow-up (49% domestic violence, 51% 
physical abuse and 55% sexual abuse). Furthermore, 10 to 21% of participants 
reported traumatic events at follow-up that were not reported earlier. At each 
assessment, the levels of mental health problems were related to the report of 
trauma before detention, except for sexual abuse reported at follow-up.
Conclusions
The high inconsistency in retrospective reports of trauma raises doubt about 
the clinical usefulness of self-reported traumas in detained adolescent females. 
Further research should explore how the reliability of such assessments can be 
improved. Our findings suggest that clinicians should focus on the presence of 
mental health problems to suggest treatment options, rather than on a history 
of trauma.
INTRODUCTION
 
Childhood trauma often has a negative impact on the victim’s psychological, 
social and physical functioning (Goldsmith et al., 2012; Johnson, 2004; Springer 
et al., 2007), the consequences of which frequently stretch into adulthood 
(Buckingham & Daniolos, 2013). However, questions have been raised on the 
reliability of retrospective self-reports of trauma (Aalsma et al., 2002; Bramsen 
et al., 2001; Engelhard et al., 2008; Hepp et al., 2006; Roemer et al., 1998). 
Substantial inconsistencies in self-reported traumatic events at different moments 
of assessment have been found in community samples and high-risk populations, 
such as veterans (Aalsma et al., 2002; Bramsen et al., 2001; Engelhard et al., 
2008; Roemer et al., 1998; Southwick et al., 1997). As detained adolescent 
females have reported high levels of trauma (Abram et al., 2004; Cauffman et 
al., 1998; Hamerlynck et al., 2008; Teplin et al., 2002), it is important to examine 
the consistency of trauma reports in this sample as well. As information on a 
traumatic past guides clinicians’ future decision-making, possible inconsistencies 
in the reporting of such events deserve further attention. 
Inconsistencies in trauma reporting over time can be explained by either the 
under- or over-reporting of an event. Several processes have been described 
as leading to the under-reporting of trauma. Having experienced a trauma is all 
too often associated with feelings of shame, guilt and fear of being blamed or 
not believed by others, which enhance the likelihood that a person is reluctant 
to tell about it (Paine & Hansen, 2002; Steiner et al., 1997). Not wanting to 
re-experience painful events in the past can also play an important role in not 
mentioning traumatic events (Newman & Kaloupek, 2004). Further, memories 
of traumatic experiences can be associated with defense mechanisms, such 
as repression and dissociation, that cause the victims not to be aware of the 
event (Harvey & Herman, 1994; Sotgiu & Mormont, 2008). In addition, it has 
been argued that traumatic memories can deteriorate over time or simply be 
forgotten (Hepp et al., 2006), although this view is subject to debate (Lalande 
& Bonanno, 2011; McNally, 2005). Processes leading to the over-reporting of 
traumatic events have also been described. The memories of highly traumatized 
women, especially those with severe mental health problems, are known to be 
susceptible to such alterations as induction or distortion, resulting in altered or 
false memories (Bremner et al., 2000; Laney & Loftus, 2005). In detained groups, 
the over-reporting of trauma can also be due to malingering, which describes the 
purposeful reporting of traumatic events that have never happened to achieve 
secondary gains (Hall & Hall, 2007). Adolescent females in particular may want 
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to seek an excuse for their misbehavior, to get attention or to avoid punishment 
(Carmody & Crossman, 2005). Thus, the over-reporting of traumas may be 
particularly relevant when dealing with girls within the juvenile justice system. 
In addition to having suffered multiple childhood traumas, the majority of 
detained girls also have high levels of mental health problems (Abram et al., 
2004; Cauffman et al., 1998; Hamerlynck et al., 2008; Steiner et al., 1997; Teplin 
et al., 2002). This is relevant to the reporting of traumatic events, as mental health 
problems are known to trigger processes of both under- and over-reporting. 
Inconsistency in general (whether increasing or decreasing over time) has been 
linked to many mental health problems. Individuals with ASPD are very likely to 
be inconsistent reporters of trauma (Mills et al., 2007). This is particularly relevant 
to the present population, as a substantial number of previously detained 
females meet the criteria for this personality disorder (van der Molen et al., 
2013; Washburn et al., 2007). Some disorders have been specifically linked to 
either over- or under-reporting. On the one hand, dissociation may explain why 
some individuals are not able to remember traumatic events (Dalenberg et al., 
2012). On the other hand, depression causes individuals to focus on negative 
events in life, a mechanism that may result in over-emphasizing the severity of 
traumatic experiences (Wisco, 2009). Several studies have shown that individuals 
with PTSD tend to report an increasing number of traumatic events over time 
(Engelhard et al., 2008; Mollica et al., 2007; Roemer et al., 1998; Southwick et 
al., 1997). However, the direction of this relationship in severely disordered and 
traumatized individuals, such as detained females, remains unclear. 
To our knowledge, only one prospective study has directly examined the effect 
of mental health problems on self-reported traumas (Fergusson et al., 2000). This 
prospective study showed that, in young adults, reports of exposure to physical 
punishment and sexual abuse were not influenced by the individual’s psychiatric 
status (Fergusson et al., 2000). Because the participants in the latter study were 
recruited from the general population, their levels of trauma and psychiatric 
disorders were much lower (approximately 10% for sexual and physical abuse 
each) than in detained adolescent females. The generalizability of the findings 
from this general population study to samples with much higher levels of trauma 
and mental health problems can thus be questioned. Detained adolescent 
females constitute a high risk sample, not only because these girls have multiple 
and complex problems in adolescence, but also because their problems often 
stretch into adulthood (van der Molen et al., 2013). Detained adolescent females 
are a unique and highly suitable population for studying the influence of mental 
health problems on the consistency of retrospective trauma reports.
For reasons mentioned above, the present study will examine the consistency of 
the reported traumatic events in detained adolescent females and whether the 
level of mental health problems at time of assessment influenced these reports. 
METHODS
 
Participants
This follow-up study included 163 females who were assessed 4.5 years after 
their detention intake. At baseline, 229 female adolescents (mean age=15.6, 
SD=1.4) from three Dutch juvenile detention centers were studied (2002-2004) 
with regard to their trauma and mental health problems. Of these, 34% had 
committed a violent crime; 21% had committed a non-violent crime; and 45% 
had shown severe behavior problems, such as drug abuse or prostitution. 
Three to six years later (mean=4.5; SD=0.6), 184 of the girls (80.3% of 229) 
participated in the follow-up study. Of the 66 girls who were not included, 18 
could not be located (7.8%); two were deceased (0.9%); and 25 (10.9%) refused 
to participate. An additional 21 (9.2%) were excluded because their trauma data 
were incomplete. The mean age of the final follow-up sample (N=163) was 20.0 
years (range=16.2-24.1). With regard to their ethnic origins, 58.3% were Dutch; 
36.2%, non-Western; and 5.5%, other Western origins. 
The females who did not participate in the follow-up study (n=66) were not 
significantly different from the 163 included in the preset study with regards to 
their ethnicity, age, domestic violence, physical abuse, sexual abuse, depressive 
symptoms, dissociation, posttraumatic stress symptoms, suicidal tendencies or 
substance dependence.
Procedure
This follow-up study was approved by the review boards of the Ministry of Justice 
and by the VU University Medical Ethics Committee. Participants gave written 
informed consent after oral and written information about the study. The majority 
of participants (82.6%) were interviewed at a location of their choice (e.g., their 
home, the house of a friend), 26 young women (14.1%) were interviewed at 
residential facilities, and six (3.3%) at correctional facilities. The girls were paid a 
stipend for their participation.
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Measurements
Traumatic events: an adaptation of the “Traumatic Events Screening Inventory” 
(TESI-C; Ribbe, 1996) was used to assess lifetime traumatic events. In a self-
reported format, participants answered yes-no questions about the past 
occurrence of 11 different types of trauma. For the purpose of this study, three 
questions referring to witnessing domestic violence, physical abuse and sexual 
abuse were used. At follow-up, participants answered the same questions, in 
addition to extra questions on the timing of the traumatic experience to assess 
whether these traumatic events occurred before or after detention (cf. baseline). 
In the current study, we used data referring to traumas that happened before 
detention. Traumatic events that occurred between the baseline and follow-up 
assessments were used as a control variable in the structural equation model. 
Symptoms of depression: The Dutch translation (Schotte et al., 1997) of the 
Beck Depression Inventory (BDI; Beck et al., 1961) was used to assess symptoms 
of depression. The BDI includes 21 items referring to depressive symptoms 
experienced over the previous week on a four-point Likert-scale (ranging from 
0=absent, to 3=severe). For the present study, the BDI total score was used. 
Dissociation: The Dissociation Questionnaire (DIS-Q) was used to examine 
the symptoms of dissociation (Vanderlinden et al., 1993). The DIS-Q consists 
of 63 items on a five-point Likert-scale (ranging from 1=not at all present, to 
5=very present), and a mean score was calculated to indicate the severity of the 
dissociation. In this and the following self-reported questionnaires, missing data 
were prorated if more than 67% of the data were present.
Post-traumatic stress symptoms (PTSS): The Dutch translation of the Child Post-
Traumatic Stress Disorder-Reactivity Index (CPTSD-RI; Pynoos et al., 1987) was 
used to assess symptoms of post-traumatic stress in the past month. The CPTSD-
RI consists of 20 items to be scored on a five-point Likert-scale (ranging from 
0=none, to 4=most of the time). All scores were summed to generate a total 
post-traumatic stress symptom score. 
Suicidal tendencies: the Dutch version (Wals et al., 2001) of the Kiddie-SADS-
Present and Lifetime Version (K-SADS-PL) was used to assess suicidal ideation 
and behavior (Kaufman et al., 1997). This is a semi-structured diagnostic interview 
designed to assess Axis-I psychiatric disorders in children and adolescents, 
according to the DSM IV. Suicidal tendencies were examined using the four 
items from the Kiddie-SADS-PL. These questions are answered on a three-point 
Likert-scale (ranging from 1=not present, to 3=very present). The sum of all four 
items was used as the score for the symptoms of suicidal tendencies. 
Substance dependence: Substance dependence in the past year was measured 
with the Kiddie-SADS-PL, using the items for both alcohol and drugs (cannabis, 
stimulants, sedatives, cocaine, opioids, PCP, hallucinogens, inhalants and others, 
such as ecstasy). These data were dichotomized into two binary variables indicating 
dependence on alcohol or on any drug (versus no alcohol and no drugs dependence). 
Statistical analyses
First, we present the prevalence rates of domestic violence, physical abuse and 
sexual abuse occurring before the girls were detained. Specifically, we present the 
rates of traumatic events before detention, as reported by the participants at the 
two assessments, at baseline and at follow-up. Prevalence rates were calculated 
using SPSS 19.0 (IBM, 2010). In addition, we presented the percentages of 
agreement, which indicate the extent to which the prevalence rates of traumatic 
events corresponded between the assessments. Positive agreement refers to the 
percentage of girls who consistently reported the occurrence of the traumatic 
event at baseline. Negative agreement refers to the percentage of girls who 
consistently did not report the occurrence of the traumatic event at baseline. 
Overall agreement refers to the percentage of girls who were identified to be 
consistent reporters (either reporting or not reporting trauma). 
Second, structural equation modeling (SEM) was used to examine the relation 
between the levels of mental health problems at each measurement and the 
reports of trauma, controlling for time between baseline and follow-up assessment 
and for traumatic events that occurred between these two assessments. The 
extent of mental health problems was included as a latent variable measured 
by six indicators: depressive symptoms, dissociative symptoms, post-traumatic 
stress symptoms (PTSS), suicidal tendencies, alcohol dependence and drug 
dependence. Weak measurement invariance was imposed to ensure that a unit 
change in mental health problems had the same interpretation at both time-
points, thereby allowing valid comparisons of ORs for baseline and follow-up. 
To facilitate the interpretation of the odds ratios (OR), we fixed the variance of 
the latent variable at 1. The measurement model and structural equation model 
(Figure 1) were fitted in M-Plus (Muthen & Muthen, 2010) All tests were two-
tailed, and a significance level of 0.05 was used. 
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RESULTS
 
Consistency of trauma report over time
At detention intake, more than three-quarters of the participants reported having 
experienced one or more of three traumatic events (79.8%), with domestic 
violence reported by 48%, physical abuse by 49% and sexual abuse by 52% of 
the detained adolescent females. At follow-up, the percentage of participants 
reporting a traumatic event dropped, with approximately 50% (positive 
agreement). On the other hand, negative agreement (those who did not report 
a traumatic event at both times) ranged from 80% to 91%. Overall agreement 
ranged from 67 to 72% (Table 1).
Table 1. Trauma before detention reported at baseline and follow-up and the level of 
agreement between them
Reported at:             Follow-up                            Agreement                    
Present  
(n)
Absent  
(n)
Positive 
%
Negative 
%
Overall 
%
Baseline
    Domestic violence Present 37 39 48.7 71.2
Absent 8 79 90.8
    Physical abuse Present 40 39 50.6 69.3
Absent 11 73 86.9
    Sexual abuse Present 46 38 54.8 66.9
Absent 16 63 79.8
Relations of mental health problems and reports of traumatic events
The Structural Equation Model (SEM), including a correlation between indicators 
of alcohol and drug dependence, which was restricted to be equal at baseline 
and follow-up and showed good fit (χ2=98.1, df=51, χ2 / df=1.92; RMSEA=0.075; 
CFI=0.942; TLI=0.926; SRMR=0.077). This model is shown in Figure 1. The ORs 
relating current mental health problems to the retrospective reports of the 
different types of trauma are presented in Table 2. 
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An OR>1 implies that higher levels of mental health problems are associated 
with more frequent reports of traumatic events. Higher levels of mental health 
problems are related to the reporting of all traumatic events at both times of 
assessment, except for sexual abuse at follow-up (Table 2).
Table 2. Odds ratios relating current mental health problems to reports of trauma
                Baseline                                 Follow-up                    
OR 95% CI p-value OR 95% CI p-value
Domestic violence 1.80 (1.33, 2.42) <0.01 1.80 (1.33, 2.42) <0.01
Physical abuse 1.78 (1.33, 2.37) <0.01 1.78 (1.33, 2.37) <0.01
Sexual abuse 2.75 (1.73, 4.38) <0.01 0.90 (0.60, 1.37) >0.10
Note: OR=odds ratio, CI=confidence interval of the OR, p=significance level
DISCUSSION
 
Poor consistency of reporting in trauma was found in the current study, with 
only half of traumatic events being reported again after 4.5 years. Similarly 
poor consistencies were found for domestic violence, physical abuse and 
sexual abuse, suggesting that this inconsistency is independent of the type 
of traumatic event. Inconsistencies in trauma reports have also been found in 
studies on other populations, such as the general population of adults (Hepp et 
al., 2006), veterans (Engelhard et al., 2008) and adults with a history of childhood 
sexual abuse (Aalsma et al., 2002). The substantial inconsistencies reported in 
the current study, therefore, are not sample- or setting-specific, although they 
may reflect a general tendency. The inconsistency in reporting makes it difficult 
to be confident whether a detained girl reporting a traumatic event has really 
experienced such an event and, vice versa, whether a detained girl who does not 
report a trauma has really not been traumatized. Therefore, the reporting of any 
traumatic event bears substantial clinical consequences. 
The high inconsistency in retrospective reports of trauma in the present study 
may be a consequence of the way trauma was assessed. Consistency in reporting 
may well have been higher if methods of assessment other than a brief yes-
no questionnaire had been used. Many researchers have tried to identify the 
optimal method of reducing bias in retrospective (trauma) histories. For instance, 
calendar instruments have been developed to help respondents gain better 
access to long-term memory (Glasner & van der Vaart, 2009). However, for 
research and clinical purposes, brief, self-reported questionnaires are important 
and often sole sources of information. This is also the case in forensic settings 
that often lack the time and qualified personnel to provide in-depth assessments 
for all youths entering the facility. Thus, rather than a limitation, the use of self-
reported questionnaires reflects the actual way youths are assessed in relevant 
settings; thus, the present assessment tools can be considered a strength of 
the study. Notwithstanding our previous speculations, the available studies that 
relied on interviews also reported high levels of inconsistency, suggesting that 
our findings are only partly instrument specific. Given the scarce number of 
studies on this topic, future studies are warranted; methods to improve on the 
consistency of trauma reports should also be investigated.
The present study showed a positive relationship between mental health problems 
and trauma reports (except for sexual abuse, reported at follow-up), this is in 
contrast with Fergusson, who found no such relation in the general population 
(Fergusson et al., 2000). This result indicates that, in a highly traumatized female 
population, mental health problems are related to the reporting of trauma. Thus, 
mental health problems are likely to encourage an individual to report trauma. 
The relation between trauma and mental health problems can be considered a 
bidirectional, as while trauma is known to cause mental health problems, mental 
health problems can trigger females to report traumas more often. 
In contrast to reports of domestic violence and physical abuse, reports of sexual 
trauma at follow-up did not depend on the level of mental health problems. 
This dissimilarity cannot be explained by any variation in the consistency of the 
reporting between the different forms of trauma, as reports of sexual abuse 
were just as inconsistent as those of other traumatic events. This finding is 
also remarkable because it contrasts previous suggestions that mental health 
problems may be more strongly related to childhood sexual abuse than to 
physical abuse (Fergusson et al., 2008). The present study does not enable us 
to provide an appropriate explanation for this phenomenon. Additional factors 
other than mental health problems can play a role in deciding whether to report 
sexual abuse; thus topic requires further investigation. 
The findings of this study should be interpreted in the context of certain other 
limitations than those already mentioned. First, no objective data on the reported 
traumas were available, leaving us no opportunity to identify the true occurrence 
of traumatic events. Although other sources might also be unreliable (Shemesh 
et al., 2005), their inclusion within the trauma history would have enhanced the 
data of the current study. Second, the assessment of life experiences between 
the baseline measurement and follow-up was limited. As a consequence we 
could not examine the influence of, for instance, treatment. Psychodynamic 
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therapy could influence these reports by reducing the use of inadequate coping 
strategies, such as repression or dissociation, or by inducing false memories. 
The only study on this topic found no influence of treatment on the report of 
trauma (Spinhoven et al., 2012). However, including this information could have 
strengthened our study. 
Notwithstanding these limitations, our findings bear important clinical relevance. 
Usually, the experience of a trauma can only be told by the patient, him- or 
herself, and the impact of such a trauma is highly subjective. Clinicians should 
be aware that reports of trauma greatly vary at different times of measurement. 
Therefore, self-reported trauma histories in detained adolescent females might 
be too unreliable to guide clinical decision making. The level of mental health 
problems positively influences the reporting of trauma. If the results of this study 
are replicated, this result could have important clinical implications. That mental 
health problems, rather than the occurrence of a traumatic event, can cause 
detained adolescent females to report a trauma suggests that clinicians should 
focus on the presence of (trauma-related) mental health problems, than relying 
on a trauma history at face value. Future quantitative and qualitative research 
should focus on the processes underlying these inconsistencies. The influence of 
mental health problems on retrospective reports of trauma carries also scientific 
relevance. Research often relies on the retrospective reporting of traumatic 
events using self-reported questionnaires, and false conclusions could be 
drawn on the causality of relations found between trauma and other variables. 
When interpreting the cross-sectional findings of relations between trauma and 
mental health problems, one must be aware that these relations can be (partly) 
explained by reporting more traumas instead of only traumas leading to more 
mental health problems. This point underscores what previous research has 
already demonstrated; that is, we should be very reluctant to draw conclusions, 
let alone causal conclusions, based on cross-sectional data in trauma research. 
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ABSTRACT 
Background
To explore characteristics of young motherhood in a sample of previously detained 
females as well as the impact of young motherhood on their personal lives. 
Method
The sample consisted of 184 detained adolescent females who were re-assessed 
4.5 (SD = 0.6) years later in young adulthood (mean age = 20.0, SD = 1.4) on 
the following characteristics: demographics, mental health problems, violent 
relationship, delinquent behavior and young mothers’ prenatal substance 
use. The impact of motherhood was examined by comparing characteristics 
of young mothers and females without children using logistic regression. 
Results
Fifty-two (28.3%) previously detained females were mother at follow-up. The use 
of nicotine and substances during pregnancy was common (ranging between 
31.3% and 84.3%). Adverse outcomes in young adulthood were more present 
among young mothers compared to females without a child. Even with control 
for age, preexisting difficulties, and exposure time, previously detained young 
mothers had a higher likelihood to fail to achieve high school certification 
(OR=2.3, 95thCI=1.0-4.9), have no job/ not attending school (OR=4.1, 95thC=1.9-
8.8), receive public assistance (OR=2.8, 95thCI=1.3-5.8), and to be depressed 
(OR=2.6, 95thCI=1.1-6.2), while being less often substance dependent (OR=0.4, 
95thCI=0.2-0.9). 
Conclusions
Given the magnitude of risk for intergenerational transmission of problems to 
offspring, the population of previously detained females should be targeted 
for prevention programs. Also, when becoming pregnant, previously detained 
young mothers and their families should be actively supported. 
INTRODUCTION 
Detained adolescent females are characterized by extreme adversity in young 
adulthood. In this group, multiple impairments have been reported, including 
a disadvantaged socioeconomic context, substance dependence, and intimate 
partner violence (Abram et al., 2009; Lanctot et al., 2007; van der Molen et al., 
2013). In addition, high pregnancy rates were found among detained females 
(Kerr et al., 2009) indicating that a substantial proportion becomes a mother 
at an early age. Considering the problems found among previously detained 
females, they are likely to witness many difficulties in providing an optimal care-
giving environment to their offspring. Many of these circumstances are known 
risk factors for the development of conduct problems in offspring (Tremblay & 
Szyf, 2010). In the light of reducing intergenerational transmission of conduct 
problems, identification of adverse circumstances within vulnerable populations 
such as previously detained young mothers is critical to reduce risk on the next 
generation. 
It is widely recognized that conduct disordered females are at increased risk to 
become a young mother (Jaffee et al., 2006). Some researchers suggest that 
early pregnancy is an extension of problem behavior in females (Scaramella 
et al., 1998). A disadvantaged family background and risk taking behavior 
(such as a lack of birth control), both common in detained females (McCabe 
et al., 2002), are associated with the risk for early pregnancy (Dishion, 2000; 
Woodward & Fergusson, 1999). Therefore, detained females may be particularly 
at risk to become a young mother. Given the magnitude of detained females’ 
problems, together with the limited psychological, economic and family support 
recourses after their release (Steinberg et al., 2004), we expect this specific 
group to experience many difficulties. As a consequence, their children are put 
at increased risk to develop conduct problems. 
With regard to maternal risk factors and the intergenerational transfer of 
conduct problems, research has pointed to the important role of mothers’ 
(family) demographics, such as poor maternal education, single motherhood 
and financial problems (Kalil & Kunz, 2002; van der Molen et al., 2011). 
Further, mother’s mental health has also been linked with conduct problems in 
offspring, through less emotional availability and lowered consistent parenting. 
For example, research has lent support to the notion that depressed mothers 
(Goodman & Gotlib, 1999) and mothers with a borderline personality disorder 
(Stepp et al., 2012b) are more likely to have conduct disordered offspring. More 
recently, greater emphasis has been placed on the influence of mother’s lifestyle 
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during pregnancy. For example, prenatal nicotine use and prenatal substance 
use are known to increase the rate of conduct problems in offspring (Brennan 
et al., 2003). Because unhealthy lifestyles are highly prevalent among previously 
detained young mothers, this is expected to pose a problem. From an early 
intervention perspective, it seems warranted to examine relevant characteristics 
of previously detained young mothers that have the potential to operate as risk 
factors for offspring’s conduct problems.
Besides the adverse impact on their offspring, becoming a young mother may 
have an advantageous effect on detained females’ transition into adulthood. In 
accordance with the life course view on antisocial behavior, having a baby may 
contribute to desistance of delinquent behavior. Responsibilities of parenthood 
may provoke significant alterations by limiting opportunities, energy and 
time for crime (Laub & Sampson, 2003). Alternatively, motherhood may be 
considered to impact young females’ life course less positively. For example, 
young motherhood is demonstrated to constrain social, academic and work 
opportunities (Furstenberg, Jr. et al., 1989). Also, young mothers experience 
mental health problems such as depression more often (Troutman & Cutrona, 
1990). Given the multiple impairments faced by detained females in young 
adulthood (Abram et al., 2009; van der Molen et al., 2013) we expect that early 
childbearing impede detained females’ transition into young adulthood even 
more. Because preexisting aspects of previously detained mothers’ development, 
such as the severity of impulsivity and conduct problem behavior may contribute 
to adjustment problems in young adulthood (Jaffee, 2002), it seems important 
to account for these conditions when examining the impact of motherhood on 
the lives of previously detained females. 
The present study aims to shed light on detained females that become 
young mothers to better address their unique needs. We will report on the 
prevalence and characteristics (i.e., demographics, mental health problems, 
prenatal substance use) of motherhood in a sample of previously detained 
females in young adulthood. Next, we will examine whether childbearing 
affects detained females’ functioning by comparing their characteristics with 
previously detained young women without a child. Because adverse outcomes 
in young adulthood may be explained by females’ age, the level of preexisting 
difficulties and time spend out of detention, we account for the level of 
problem behavior measured at detention, age and the time after detention. 
METHOD
 
Participants
Subjects were participants from a previous cross-sectional study on Dutch 
detained adolescent girls between 2002 and 2004 (Hamerlynck et al., 2007). In 
that study, 256 females were approached for participation in their first week of 
admission, of whom 229 (89.5%) agreed to participate (mean age 15.6, SD=1.4). 
Subjects were recruited from three of the seven youth detention centers that 
provided placement for females in the Netherlands. The total number of Dutch 
detained females was subsequently 531, 616, and 700 in the years 2002 to 
2004. Because detention in a specific center was based on cell availability and 
no specific entry criteria were applied, youth detention centers housed females 
from all over the country. Therefore the sample was considered representative of 
the population of Dutch detained females. 
At the time of the initial study, Dutch youths could be placed in detention 
centers under two judicial conditions: (i) for a criminal act under criminal law, (ii) 
as a judicial civil measure of child protection, primarily when having committed 
a status offence1 (e.g., substance use, running away).
For the current study, 184 of the 229 subjects (80.3%) were re-assessed between 
3.5 and 6.7 years (mean 4.5 years, SD=0.5) following the initial study. Of this 
sample, 10.9% refused participation, 7.9% was untraceable and 0.9% subjects 
died before follow-up. The mean age of subjects at follow-up was 20.0 years 
(SD=1.4) and ranged from 16 to 24 years; 16 (8.7%) subjects were younger than 
18 years old. The majority was of Dutch (57.6%) or other western origin (6.5%), 
while 35.9% had a non-Western background. 
Follow-up participants did not differ from the rest of the sample on ethnic origin 
(χ2 (1)=0.04, p=0.84) and total difficulties (t=-0.30, df=227, p=0.76) during 
detention. However, retained subjects were younger (mean age=15.5, SD=1.3) 
compared to those lost to follow-up (mean age=16.1, SD=1.5; t=2.41, df=227, 
p=0.02). 
Procedure
The study was approved by the review boards of the Ministry of Justice and by 
the VU University Medical Ethics Committee. After a complete description of the 
1 Unlike other western countries such as the United States, status offenses are not defined 
as crime in the Netherlands. 
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study, written informed consent was obtained before data-collection. Interviews 
were conducted mainly at the homes of the subjects (82.6%), or at residential 
placement facilities (14.1%) and correctional facilities (3.3%). Subjects were paid 
a stipend (€30) for their time.
 
Measures
Demographics. A structured interview was used to determine motherhood 
status (yes/no) and to verify subjects’ age, age at birth of the first child and 
ethnic background (0 = western, 1 = non-western). Subjects with no high school 
certification at follow-up were considered as having poor educational attainment. 
Subjects were considered as having an unfavorable school/work situation when 
they neither had a job nor attended school at follow-up. Financial debts where 
considered problematic if subjects had a debt over 1000 euro’s. Public assistance 
included subjects receiving financial benefits of the state (i.e., unemployment 
pay and mental/physical disability benefits). 
Prenatal substance. Subjects reported on their nicotine, alcohol and drug use 
(such as cannabis, cocaine, and ecstasy) during the pregnancy of their (first) 
child. Binary variables were created for prenatal nicotine use, prenatal alcohol 
use, and prenatal drug use (0 = absent, 1 = present).
Mental health problems. The personality disorder Borderline Personality Disorder 
(BPD) was examined with the Structured Clinical Interview for DSM-IV Axis II 
Personality Disorders (First et al., 1995). Depressive symptoms were measured 
using the Beck Depression Inventory (Beck et al., 1961). The scale includes 21 
items on depressive symptoms over the past week on a 4-point scale (ranging 
from 0 = absent, to 3 = severe) that were summed to create a total score. In 
the present study, the internal consistency coefficient of the depression scale 
was α = 0.86. Substance dependence was examined with the semi-structured 
diagnostic interview Kiddie-SADS-Present and Lifetime Version (Kaufman et al., 
1997), designed to assess psychiatric disorder in youth according to criteria listed 
in the DSM-IV (American Psychiatric Association, 1994). Substance dependence 
in the past year was measured (alcohol, cannabis, stimulants, sedatives, cocaine, 
opioids, PCP, hallucinogens, inhalants, and other such as ecstasy) and data were 
reduced to a binary variable indicating any substance dependence. 
Other detrimental characteristics. A measure of physical partner violence was 
created and indicates any physical aggression in a subjects’ intimate relationship(s) 
after detention (including aggression towards the participant, aggression towards 
the partner or mutual aggression). Delinquency indicates whether subjects 
committed any offense in the past year and was measured using national crime 
figures from the Dutch Police Record System (Herkenningssysteem) that pertain 
to all criminal offenses the subjects were suspects of. 
Control variables. Subject completed the Strengths and Difficulties Questionnaire 
(Goodman, 1997) during their first month of detention on behalf of the initial study. 
Detained subjects’ ratings on the subscales Conduct problems, Hyperactivity/
inattention, Peer problems, and Emotional Problems were summed to generate 
the Total difficulties score. Each subscale consists of 5 items on a 3-point scale 
(ranging from 0 = not true to 2 = certainly true). We used the Total difficulties score 
as a proxy for subject’s level of previous problems at detainment. Crohnbach’s α 
of this score was 0.75. Exposure time is defined as the time after detainment (the 
time that females were not in correctional facilities).
Data analyses
We conducted analyses in two steps. First, we characterized previously detained 
mothers using descriptive statistics. We examined the prevalence, and their 
characteristics in young adulthood (i.e., demographics, prenatal substance 
use, mental health problems, and other detrimental characteristics). Pregnant 
females were not considered as mothers in the analyses. Chi-squares were 
used to examine differences between motherhood status (yes vs. no) and 
relevant characteristics in young adulthood. Second, logistic regression was 
used to investigate the impact of motherhood by examining the association 
between motherhood status and subsequent characteristics (i.e., no high school 
certification, no school/work, financial debt, public assistance, delinquent 
behavior after detention, depression, substance dependence), while controlling 
for age, the level of difficulties at detainment, and exposure time. 
Missing data within instruments were prorated if more than 67% were present. 
We selected p<0.05 to indicate statistical significance. SPSS software, version 
16.0, (SPSS, 2007) was used for statistical analyses.
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RESULTS
 
Descriptive characteristics of previously detained mothers
First, mothers’ characteristics and their early environment were examined (see 
Table 1). We found that 52 of the 184 (28.3%) detained subjects were mother at 
follow-up2. In addition, 7 subjects were pregnant (3 to 8 months far along). 
Most of the mothers gave birth to one child, and 7 subjects had birthed two 
children. Age at birth of their first child ranged between 16.4 and 21.1 years old 
(M=18.8 years, SD=1.0). Furthermore, 15 subjects were single mother (28.8%), 
and 23 (44.2%) lived together with the father of their child. The remaining had 
found a new partner. Most of the mothers smoked during pregnancy (84.3%) 
and one out of three drank alcohol. Also one out of three mothers reported drug 
use while pregnant. In 13 cases (25%), subjects lost the custody of their child 
to a third party for a certain time. Also, one out of four (24.7%) subjects had a 
history of a troubled intimate relationship. The majority (n=34, 65.4%) reported 
that the pregnancy of their child was unintended. No differences were found 
with regard to characteristics presented in Table 1 between mothers with an 
intended pregnancy of their child and mothers with an unintended pregnancy 
of their child. 
When young adult outcomes of previously detained females who became mother 
were compared with females without a child, previously detained mothers were 
older in age (t=-2.34, p<0.5), had less often achieved high school certification 
(χ2=6.89, p<0.01), had more frequently an unfavorable school/work situation 
(χ2=17.72, p<0.001), financial debts (χ2=5.75, p<0.05), and physical aggression 
in their intimate relationship after detention (χ2=5.51, p<0.05) compared to 
previously detained females without a child. They were however less often 
substance dependent (χ2=5.94, p<0.05). No differences were found with regard 
to ethnic background, the presence of BPD, depression, and delinquent behavior 
in the past year.
Impact of motherhood on young adult outcomes
To examine the impact of motherhood on the lives of previously detained females 
we examined the association between motherhood status (females who were 
mothers at follow-up vs. females without a child) and subsequent characteristics 
while controlling for age, the level of difficulties at detention, and exposure time. 
2 It is important to keep in mind that birth rates of young motherhood vary across western 
countries, with the Netherlands being among the countries with the lowest rates (CBS, 
2012)
As can be seen in Table 2, we found that previously detained mothers were more 
likely to fail to achieve high school certification (OR=2.3, 95th CI=1.0-4.9), to 
have neither a job or attending school (OR=4.1, 95th CI=1.9-8.8), and to receive 
public assistance (OR=2.8, 95th CI=1.3-5.8), even when accounted for age, the 
level of difficulties during detention, and exposure time. In addition, they were 
at higher risk for depression (OR=2.6, 95th CI=1.1-6.2), compared to detained 
females without a child at follow-up. Also, results indicated that mothers were 
less often substance dependent than detained females without a child (OR=0.4, 
95th CI=0.2-0.9). No differences were found on delinquent behavior and financial 
debt. 
Table 1. Previously detained females’ young adult outcomes by motherhood status
Motherhood status
Yes (N = 52) No (N = 132)
M (SD) M (SD) t (df)
Demographics
  Age 20.4 (1.4) 19.8 (1.4) -2.34* (182)
  Mothers age at first child 18.8 (1.0) -
% N % N χ2 (df)
  Non western background 40.4 21 34.8 46 0.49
  No high school certification 76.9 40 56.1 74 6.89**
  No school/work 73.1 38 38.6 51 17.72***
  Financial debt 67.3 35 47.7 63 5.75*
  Public assistance 51.9 27 27.3 36 10.07**
  Single mother 28.8 15 - - -
Prenatal substance usea 
  Prenatal nicotine use 83.3 40 - - -
  Prenatal alcohol use 31.1 15 - - -
  Prenatal drug use 31.1 17 - - -
Mental health problems 
  BPD 25.0 13 24.2 32 0.01
  Depression 26.9 14 16.9 22 2.34
  Substance dependence 21.2 11 40.2 53 5.94*
Other detrimental outcomes
  Physical partner violence 67.3 35 48.0 61 5.51*
  Delinquency past year 50.0 19 40.4 40 1.03
aN=48 due to missing data on four participants 
*=p<0.05 **=p<0.01 ***=p<0.001
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DISCUSSION
 
The aim of the study was to investigate detained adolescent females who 
become mothers in young adulthood and the impact of this event on their life. 
In line with other research (Kerr et al., 2009), this study demonstrates that a 
substantial amount (28.3%) of previously detained females becomes a mother 
at a young age. The prevalence rate is much higher compared to the average 
rate of early childbearing in the Netherlands (i.e., 4.8 per 1000 in 2011) (CBS, 
2012). Previously detained mothers’ circumstances were poor, and will very likely 
negatively impact their offspring’s early life. 
Findings showed that an alarmingly high proportion of previously detained 
young mothers used substances during pregnancy. Given that several studies 
demonstrated that mothers’ substance use during pregnancy damages the 
fetal brain (Brennan et al., 2003), previously detained females compromise their 
child’s development already before birth. Previously detained young mothers 
were further characterized by several socio-demographic adversities (i.e., no 
job or school attainment, financial problems, receiving public assistance and 
no educational achievement) and substantial mental health problems (i.e. 
depressive symptoms, BPD, substance dependence)  in young adulthood. These 
circumstances are similar with the functioning of young mothers in community 
samples (Furstenberg et al., 1989; Troutman & Cutrona, 1990). Further, about half 
of the young mothers had a history of intimate partner violence. Interparental 
aggression is known to increase the risk for offspring’s’ disruptive behavior 
(Pfiffner et al., 1999). Also about half of the young mothers’ committed a crime 
in the past year. Summarizing, our findings show that children of previously 
detained young mothers are exposed to several detrimental circumstances that 
put them at risk to develop conduct problems themselves. 
Our study further underpins the finding that becoming a young mother 
impedes the opportunities of detained females in young adulthood. Compared 
to females without a child, young mothers functioned even worse in several 
circumstances. For example they more often failed to achieve a diploma, were 
more often without a job or not attending school and received public assistance 
more frequently. These results were found even when accounted for preexisting 
problems, age and the time they were released after detention. Moreover, young 
mothers were more often depressed. These findings are consistent with work 
suggesting that early childbearing puts a strain on young females’ transition into 
adulthood (Jaffee, 2002). Notably, our results indicate that young mothers less 
often were substance dependent. This contrasts prior research, which suggested 
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that stress associated with financial disadvantages increases the likelihood of 
antisocial behavior such as substance use (Conger et al., 1992). Possibly, having 
to deal with parenthood may appeal to more responsible behavior and in turn 
reduce the relative risk for externalizing behaviors such as extensive substance 
use compared with previously detained females without a child. This is in line 
with assumptions of the life course view on antisocial behavior (Laub & Sampson, 
2003). However, findings demonstrate that this does not seem to apply to 
substance use during pregnancy. Another finding contrasting earlier suggestions 
is the suggestion of increased responsible behavior in previously detained 
female who become a mother. Our findings demonstrate that they do not exhibit 
any more or less delinquent behavior compared to previously detained females 
without a child. For social policy reasons it would be interesting to investigate 
whether these differences continue to exist when compared to detained females 
who begin childbearing later in life.
Although findings support developmental theories that suggest that young 
motherhood causally contributes to later poor circumstances later in life, we could 
not completely reject the alternative explanation that young mothers might be the 
ones who also had more severe problems in the first place. Preexisting conditions 
could also explain variance in the risk of early childbearing and elevated rates 
of poor young adult outcomes. However, by using prospective longitudinal data 
and controlling for age, preexisting conditions during detention, and exposure 
time, we attempted to strongly reduce the likelihood that individual differences 
account for our results. 
Despite the contributions of this study, it has various limitations. First, it is 
important to acknowledge that the prevalence rate of previously detained 
females’ young motherhood may be influenced by the variance in subjects’ 
age and the time after detention. Nonetheless, our results proof that within a 
few years after release, a considerable part of the detained adolescent females 
became a mother at an early age. Moreover, it is plausible to assume that if 
the sample’s average time after detention had been longer, the prevalence of 
motherhood would have been higher. Further follow-up is needed to provide 
a more balanced view on the prevalence of young motherhood in previously 
detained females. Second, other important maternal characteristics were not 
assessed in this study, such as parenting skills and perceived parenting stress. 
Finally, diverse measurement methods were used for previously detained 
females’ mental health problems (i.e., self-reports and clinical interviews) and 
therefore comparisons with other research that may have used other methods 
must be interpreted with caution. 
Despite these limitations, several conclusions can be made. No other study 
focused on characteristics of detained females that become mother in young 
adulthood before. Our findings underscore that these young mothers are 
a vulnerable population with a variety of adverse characteristics. Young 
motherhood appears to create subsequent disruptions for previously detained 
females. Moreover, these characteristics are likely to have a negative impact on 
their offspring’s early life context (Tremblay & Szyf, 2010; van der Molen et al., 
2011). These detrimental conditions may set the stage for enduring adjustment 
problems in their off-springs’ lifetime. As a consequence, the costs to society in 
the form of heavy use of social services are likely to be high for both the mothers 
and their children. It is therefore particularly important to explore preventive 
interventions within the population of previously detained young mothers. The 
findings of this study on characteristics of this subgroup of young mothers may 
help target scarce prevention and treatment resources.
The fact that most children were unplanned and the excessive use of substances 
during pregnancy highlights the need for intervention even before conception. 
Research has indicated that postponing pregnancy may have positive effects on 
the functioning of females as well as on their children (Pogarsky et al., 2006). 
Therefore, detained adolescent females may benefit from pregnancy prevention 
programs that facilitate education in order to delay motherhood and promote 
healthy decision-making (Bennett & Assefi, 2005). The time in detention may be 
a unique opportunity to provide educational programs tailored to the needs of 
detained adolescent females.
Results indicate that public policy initiatives should be targeted not only at 
delaying childbearing, but also at supporting previously detained females that 
become young mothers. Adverse family demographics and serious mental health 
problems underline that if detained females who become a mother at young age, 
these families should be supported. The high rates of various adverse conditions 
are a reason for concern, given that multiple risks are known to enhance problem 
behavior in children even more. Programs for individual at-risk mothers and their 
children have shown promising results with respect to developmental outcomes 
of their offspring (Eckenrode et al., 2010). This may have positive effects for 
families with previously detained mothers as well.
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SUMMARY 
Introduction
Girls’ antisocial behavior has long been considered mild, infrequent and 
temporary (Pajer et al., 2007). However, recent findings suggest the opposite 
is true and that adolescent females with severe antisocial behaviors all too 
often experience severe problems lateron, including incarceration. Moreover, 
detained female adolescents bear more severe problems than do detained 
male adolescents (Abram et al., 2003; Cauffman, 2004; Leenarts et al., 2013; 
McCabe et al., 2002; Teplin et al., 2002; van Damme et al., 2014). This is not 
surprising, as the absolute majority of detained adolescent females have been 
raised in adverse rearing circumstances and have suffered childhood abuse and 
neglect. These adverse childhood experiences are strongly associated with the 
occurrence of a variety of mental health problems (Keiley et al., 2001; Kerig et 
al., 2009). It is, therefore, no surprise that detained adolescent females exhibit a 
wide range of severe mental health problems (Abram et al., 2004; Cauffman et 
al., 1998; Hamerlynck et al., 2008; Leenarts et al., 2013; Teplin et al., 2002). The 
combination of adverse childhood experiences, antisocial behaviors, and mental 
health problems is likely to result in a negative vicious cycle that substantially 
increases the risk for continued negative development into adulthood. 
The development of girls’ antisocial behavior is associated with both prolonged 
antisocial behavior (homotypic continuity) and a wide variety of other negative 
outcomes (heterotypic continuity) (Pajer, 1998). Research has most often focused 
on homotypic continuity, and has specifically focused on antisocial behavior 
resulting in recidivism. Research on heterotypic continuity indicates that 
detained adolescent females exhibit a wide range of mental health problems, 
both internalizing and externalizing (Abram et al., 2015; Bardone et al., 1998) 
and that overall, they are likely to display extreme adversity in young adulthood 
with multiple impairments in their social and general functioning. For instance, 
they generally have not completed school, are of a low socioeconomic status, 
experience intimate partner violence and become pregnant at a young age 
(Bardone et al., 1998; Pajer, 1998).
However, as only some studies have addressed the issue of female antisocial 
behavior, several aspects require further consideration. Thus, the current thesis is 
designed to fill in some of these gaps. The overall aim of this thesis is to explore 
the psychosocial functioning in young adulthood of detained adolescent females. 
More specifically, the aims are to better understand: (1) the development of 
aggressive behavior (both outward and inward aggression) (2) the development 
of personality disorders (3) the consistency of reported trauma over time and 
(4) the impact of young motherhood on general and psychiatric functioning. 
Study design
To address the aims of this thesis, we revisited an existing research sample of 
229 detained adolescent females (Hamerlynck et al. 2007). The mean age of 
the sample at initial assessment was 15.6 years (SD=1.4). Three to six years later 
(mean=4.5; SD=0.6), 184 (80.4 %) of these girls participated in our follow-up 
study. The mean age at follow-up was 20.0 years (SD=1.4; range=16.2-24.1). 
The follow-up study included standardized self-report questionnaires to assess 
traumatic events and mental health problems. Semi-structured interviews 
were conducted to examine externalizing mental health problems, personality 
disorders and various domains of social functioning. Police and detention 
records (Herkenningssysteem, HKS; tenuitvoerleggingsprogramma, TULP) were 
accessed to research official crime records of the participants.
Findings of the study
In Chapter 2, we investigated the prevalence and predictive validity of different 
types of aggression in detained adolescent females. Earlier research found that 
females can display aggressive acts towards themselves, resulting in suicidal 
and self-injurious behavior (inward aggression) rather than directing their anger 
toward others through verbal and physical acts (outward aggression) (Conner et 
al., 2009; Gvion & Apter, 2011; Pfiffner et al., 1999; Sadeh et al, 2011; Swogger 
et al., 2011). Therefore, both inward and outward aggression were included 
in this study. Moreover, outward aggression was further subdivided into overt 
aggression and covert aggression. Overt aggression includes verbal and physical 
aggression, (e.g., ‘when I really lose my temper, I am capable of slapping 
someone’), and is most likely to be seen in males. Covert aggression, expected 
to occur more often in females, consists of hostile attributions and restrained 
aggression, (e.g., ‘other people always seem to get the breaks’ or ‘I am irritated a 
great deal more than people are aware of’). We performed a structural equation 
model (SEM) to examine the mutual relations of all forms of aggression and 
their predictive value for similar behaviors in adulthood. First, high levels of all 
types of aggression were repeatedly found, suggesting substantial persistence 
over time. Second, while inward aggression predicted both inward and outward 
aggression at follow-up, outward aggression was related to outward aggression 
only. Finally, the covert form of outward aggression, and not the overt form, 
predicted outward aggression five years later. 
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In Chapter 3, we conducted a cross sectional study to determine whether antisocial 
personality disorder (ASPD) and borderline personality disorder (BPD) are truly 
different concepts based on the DSM-IV criteria. It has been suggested that 
these disorders are merely different outcomes of the same underlying pathology 
(Beauchaine et al., 2009; Paris, 1997). We used Chi-square, ANOVAs and an 
exploratory factor analyses (EFA) to examine this research question. Two of the 
seven ASPD and five of the nine BPD criteria discriminated well between females 
with ASPD and BPD. A CD diagnosis before the age of 15 was not significantly 
higher in ASPD females than in BPD females. Moreover, the individual criteria 
for CD did not differ between the females with ASPD and those with BPD. The 
EFA showed two underlying factors, with the majority of the criteria clustering 
on the disorder of their origin, thus indicating that ASPD and BPD are separable 
underlying factors. Females with ASPD and BPD were also different in other 
conditions, such as internalizing mental health problems and general functioning. 
These results indicate that, although there is some overlap in symptomatology, 
ASPD and BPD are qualitatively different disorders in females.
In Chapter 4, we build on the cross-sectional findings of Chapter 3, and examined 
longitudinal the predictive validity of trauma and mental health problems during 
detention for BPD and ASPD in young adulthood. BPD and ASPD were found in 
40% of the young adults, with many (15%) having both disorders. Post-traumatic 
stress, depressive symptoms and dissociation during detention increased the risk 
of BPD in adulthood. Surprisingly, mental health problems, including conduct 
problems and substance dependence, did not predict ASPD. 
In Chapter 5, we examined the consistency of reported traumatic events over 
time. The findings indicate that the reports given by detained adolescent females 
about their severe childhood traumatic events were highly inconsistent over 
time. Only half of the traumatic events reported at baseline were also reported 
at follow-up (49% for domestic violence, 51% physical abuse and 55% sexual 
abuse). At each assessment, high levels of mental health problems were related 
to the report of trauma before detention, with the exception of sexual abuse 
reported retrospectively at follow-up. High levels of mental health problems 
were correlated with higher reports of past traumatic events.
In Chapter 6, we focused on the characteristics of females who became young 
mothers and on the impact of early motherhood on their general functioning. 
The results underscore that previously detained females who became young 
mothers were a vulnerable population with a variety of adverse characteristics. 
Moreover, young motherhood appeared to have an additional negative impact 
on the functioning of previously detained females, as several conditions were 
more unfavorable compared to previously detained females without children. 
For example, previously detained mothers less often finished high school, were 
more often in receipt of public assistance and experienced higher rates of 
depression. Findings confirm the premise that early childbearing puts a strain on 
a young female’s transition into adulthood (Jaffee, 2002). 
GENERAL DISCUSSION 
Overall, this thesis shows that previously detained adolescent females bear 
high levels of mental health problems, exhibit tremendous adjustment 
problems and are at high risk of becoming mother during young adulthood. 
The last point is especially alarming, as these young women are not fully 
capable of caring for themselves, let alone coping with the demanding tasks 
of motherhood. Therefore, the transmission of problem behavior to the 
next generation can be expected, thus resulting in a negative vicious cycle. 
Generalization of our findings 
Our sample consisted of 184 young females previously detained during 
adolescence. In the Netherlands, the number of detained adolescents is small 
and is diminishing in number. In 2009, for instance, 117 girls were placed in 
a juvenile justice institution (JJI), whereas in 2014, the number of girls placed 
in such institution was only 58 (Valstar, 2014). Therefore, one might argue that 
detained adolescent females are a small and specific group. Although it is true 
that the number of adolescent females being detained has decreased, this does 
not necessarily imply that the problems of these girls have been prevented. While 
we performed our study, a major police change took place. At the moment of 
the baseline study in 2002 to 2004, youth could be sent to a JJI under a penal 
or civil law order. In 2010, however the law was changed, such that only youth 
sentenced by penal law could be placed in a JJI. From the same moment, youth 
sentenced by civil law were sent to closed residential institutions (JeugdzorgPlus 
instellingen). Often, closed residential institutions were the same building as 
previously used for combined penal and civil placement. Approximately 600 
girls are currently being placed in these institutions every year. The majority of 
the girls in our study are likely to be sent to such closed residential institutions 
nowadays. Further, research has demonstrated that behavioral problems and 
psychopathology are quite similar for adolescent females sentenced by either 
civil or penal law (Hamerlynck et al., 2009). Whether our sample is representative 
off the current population in the JJIs and the closed residential care remains 
unclear. Furthermore, some of the girls might have become lost in the system. 
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For example, there are 3600 young homeless females in between the ages of 
13 and 23 in the Netherlands (Fransen & van den Handel, 2011). These young 
homeless females are remarkable similar to the follow-up population studied in 
our sample (Fransen & van den Handel, 2011). Another problematic group that 
possesses many of the characteristics of our sample is the teenage mothers. 
Although the number of teenage mothers in the Netherlands is one of the lowest 
in the world and is decreasing, approximately 2000 to 2500 girls aged 19 years 
or younger become mothers every year (CBS, 2012).
Therefore, although the number of detained adolescent females is relatively 
small, these girls might well represent the ‘tip of the iceberg’, with a larger 
group of highly behaviorally disturbed and dysfunctional girls either being 
treated elsewhere or not being treated at all. Given the severity of the problems 
of the girls and young females in our sample, and the risk of intergenerational 
transmission of problems, this group should be given more attention. 
The ongoing problems of detained adolescent females
This thesis finds high continuity of problems among detained adolescent females 
as they progress into young adulthood. In contrast to an earlier perspective, 
levels of aggression in our sample of females were found not to be benign. 
Although adolescent females show lower levels of overt aggression compared 
to males (Crick & Grotpeter, 1995), girls exhibit different forms of aggressive 
behavior that not only harm others, but also themselves. In addition, these 
females are likely to exhibit other types of unfavorable outcomes, such as 
internalizing psychopathology, personality disorders and social maladjustment. 
The diversity of problems at the start of detention, such as behavior problems, 
child maltreatment, psychopathology and social adversities, are the precursors of 
continued and new onset difficulties in many domains of adulthood. Furthermore, 
our research demonstrates that young motherhood occurs frequently and that 
being a young mother additionally complicates the already problematic life. The 
accumulation of risk factors makes the intergenerational transmission of behavior 
problems highly likely. Behavior problems of the child increase the demands of 
parenting skills, and if these demands are not met, behavior problems tend to 
intensify, thus creating a vicious cycle of intergenerational transmission of behavior 
problems. The cycle of violence, described by Widom and colleagues, posits 
that childhood abuse and neglect increases the risk of delinquency, criminality 
and violence (Widom, 1989). To break this cycle intensive interventions must be 
implemented, or, even better, to prevent this cycle supportive treatment must 
begin early, preferably even before the birth of the child.
Gender-specific problems in young adulthood
Compared to the existing knowledge on males, our study finds that some of the 
problems faced by previously detained adolescent females might be gender-
specific. First, the results of Chapter 2 show that both the covert form of outward 
aggression, and the inward form (aggression directed towards themselves) prevail in 
adolescent females. Studies have repeatedly shown that aggression in (adolescent) 
females is expressed differently than it is in their male counterparts (Archer, 2004; 
Moran et al., 2012). Our findings add to these results by showing that the inward 
and covert forms of aggression are not only frequently present in females, but they 
are also the most important predictors of future aggressive behavior. 
Second, an obvious gender-specific outcome is the high levels of sexual risk 
behaviors, which result in prostitution, pregnancies, abortions and young 
motherhood. Unplanned and underestimated young motherhood is possibly 
the most compelling outcome. Although young mothers in general can be 
caring and sensitive parents, the current study shows that in previously detained 
women, young motherhood places a burden on their life. Fathers are frequently 
completely absent, and when present, the young parents rarely live in the 
same house and often have a conflictual relationship. In most cases, parenting 
becomes, therefore, the sole task of the young mother. Taking into account the 
high levels of mental health and adjustment problems in these females, it raises 
questions whether these young women are equipped for parenthood.
Although gender-specificity cannot be ignored, our results show that these 
females are comparable to their male counterparts in some aspects. Although 
ASPD has been based on male forms of antisocial behavior, this diagnosis is 
also highly prevalent among previously detained females. Furthermore, gender-
specific expressions of antisocial behavior, such as engaging in prostitution or the 
previous mentioned female forms of aggression, might even improve the fitness 
of the diagnosis in females. The high co-morbidity with BPD can additionally be 
considered a female specific issue. 
In conclusion, gender-specificity is an important issue in detained adolescent 
females. Our results add to this findings, as they indicate that some aspects 
are gender-specific, whereas others are comparable or similar to those of 
detained adolescent males. Many domains regarding assessment and treatment 
remain unstudied and require further identification to determine whether the 
male-based instruments are applicable or if gender-specific interventions 
must be developed. Further on, in the paragraph on clinical implications 
and directions for future research, more detailed suggestions will be made. 
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Limitations
There are several limitations to this study. The first limitation is the reliance on 
a relatively small sample size. Despite this limitation, we were able to extract 
multiple clinically (and statistically) relevant findings. However, as the sample 
is heterogeneous, the possibility of looking into more detailed subgroups was 
limited because of the small sample size. 
Second, some variables that may have influenced adult outcomes of detained 
adolescent females were not included. For instance, intelligence quotients (IQs) 
or other measures of cognitive capacity as well as psychopathy and relational 
aggression were not assessed. Neither were we able to measure the impact of 
the detention or (impact of) the treatment given during detention. Although we 
tried to investigate the contents and length of the treatments received during 
detention, the data provided by the participants were extremely incomplete 
and unreliable. Moreover, if reliable, the treatments differed extensively among 
participants and were often fragmented or interrupted due to moving from one 
unit to another, or from one detention center to another. Thus, we decided not 
to use these data. 
Third, our study relied predominantly on self-report questionnaires. Chapter 5 
explains how inconsistent the self-reporting of traumatic events is over time, 
suggesting that other self-report questionnaires might be unreliable, to some 
extent, as well. For example, externalizing problems measured by means of self-
report were significantly lower compared to the parental reports (Chapter 3), 
which is in line with other research (Edelbrock et al, 1986). However, self-reporting 
is frequently used in clinical practice, and it is often the sole available source of 
information in adulthood. Therefore, the current results still bear clinical relevance.
Finally, male detainees were not included. This limits the possibility of directly 
comparing our data to those of detained adolescent males. Thus, suggestions 
regarding gender-specificity are not as powerful as they could have been if males 
had been included in our study. However, as boys and men have been examined 
more extensively than their female counterparts, comparing our results with the 
results found in the literature gives us directions regarding gender differences.
 
Implications for clinical practice and directions for further research
Overall
The current findings of continued adverse outcome underscore the need for intensive 
treatment. Detained adolescent females are in need of treatment and guidance 
that continues after they leave the detention facility. Substantially complicating 
adequate treatment is the diversity of their problems. This heterogeneity makes 
it impossible to apply a ‘one size fits all’ approach, a reality that becomes clear 
when examining the vignettes in the documentary produced by Sarah Harkink and 
described in the introduction of this thesis. Marina, for instance, needed therapy 
to deal with her traumatic past, treatment for her addiction(s), help to get her out 
of a life of prostitution and find appropriate work and, not in the least, support 
in raising her child. Marcella, on the other hand, needed housing, help finding a 
job, financial assistance and treatment to reattach to people. Karen fled into the 
highly connected society of an extreme right community. Appropriate treatment 
could have provided, perhaps, an opportunity to join a less aggressive and more 
sociable community. Sarah shows that, despite supportive parents, involvement 
with drugs and associating with the ‘wrong’ people during adolescence, can 
lead to severe antisocial behaviors. Early intensive family-focused therapy might 
have prevented her derailment into detainment. These vignettes emphasize that 
treatment should focus not on just one but on multiple domains. Moreover, the 
extensiveness and intensity of the treatment should match the diversity and the 
level of problems experienced by the individual. 
The results of our study identify the unmet needs of adolescent females before, 
during and after detention. Fortunately, the Dutch juvenile detention centers are 
aware of these problems and have changed their policy since the start of our research. 
For example, a climate conducive to group interactions has been enhanced, 
the screening for indicators of psychopathology is ensured, the interventions 
have been extended and there is now a focus on providing more individualized 
aftercare. However, there is still much to be done to achieve an appropriate 
level of care for the diversity of needs exhibited by this complex population. 
Especially since recent budget cuts are likely to put investments under pressure. 
During detention: diagnostic assessment
In detention, female adolescents exhibit high levels of both externalizing and 
internalizing psychopathology. This pathology endures and is associated with 
dysfunction later in life. In particular, internalizing disorders are precursors of 
borderline personality disorder in young adulthood. Therefore, a stepped 
diagnostic path that begins with a person-oriented assessment is needed. 
As almost all detained females exhibit a form of psychopathology, triage in 
the form of a self-report questionnaire containing many domains can not be 
used as an indicator, but should be used instead as a guide to direct further 
diagnostic procedures. The assessment should evaluate different aspects such 
as traumatic events, precursors of personality disorders, subtypes of aggression 
(including suicidal and self injurious behaviors) and sexual risk behavior. 
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Because internalizing disorders are less visible, they require special attention, 
as otherwise they may remain unnoticed. As personality disorders in young 
adulthood are associated with high levels of dysfunction, the (precursors) of 
these disorders also require specific diagnostic awareness. Furthermore, such a 
diagnostic assessment of female aggression must be extended by questioning 
both inward and covert forms of aggression. Suicidal and self harm behaviors as 
well as feelings of anger and hostility should be explicitly explored. As inward 
and covert forms of aggression are less apparent than physical violence, specific 
awareness is again necessary. Thus, future research should investigate whether 
the risk assessment of future aggression in adolescent females can be improved 
by adding or emphasizing these forms of aggression. 
Clinicians often rely on the retrospective reports of traumatic events by 
conducting clinical interviewing or administrating self-report questionnaires. Our 
results indicate that the reliability of the responses on self-report questionnaires 
completed by detained adolescent females should not be regarded as entirely 
credible. It remains unclear why the responses regarding self-reported traumatic 
events differ to such an extreme degree between the initial responses and the 
responses given four or five years later. When an adolescent female denies such 
experiences even though the clinical features are suggestive of a traumatic 
past, a reassessment should be conducted. Future research should investigate 
whether other forms of information gathering (e.g., interviews) are less prone to 
inconsistencies. As other factors, such as mental health problems, are likely to 
influence the reporting of past traumatic events, focusing on the psychological 
consequences of traumatic events might be a practical way to bypass the problem 
of inconsistent trauma self-reporting. Although this thesis focuses specifically on 
detained adolescent females, the literature describes the problem of inconsistent 
trauma self-reporting in a diversity of populations (Aalsma et al., 2002; Engelhard 
et al., 2008; Hepp et al., 2006). As researchers often rely on self-reported traumatic 
events in the past, the findings of these studies may well be influenced by unreliable 
reporting. Therefore, research on improving the consistency of self-report trauma 
questionnaires and unraveling the reasons for inconsistent responses is necessary. 
During detention: treatment
Detained girls are considered a disturbed group with high levels of severe 
childhood abuse and neglect, mental health problems and social difficulties. 
These factors alone indicate the necessity for treatment. Our study, which finds 
that these problems are not temporary, supports the need for intensive treatment. 
Although mental health care in detained populations has improved, it is still 
not a primary focus in juvenile justice (Pajer et al., 2007). Further, it has been 
demonstrated that detention, in and of itself, does not have a positive influence 
on the outcome of detained adolescents (Lambie & Randell, 2013). Moreover, 
if the climate during detention is repressive, it reduces treatment motivation 
and active coping (van der Helm et al., 2014). However, when the climate is 
constructive and evidence-based treatment is offered, positive influences have 
been observed (Ros et al., 2013; van der Helm et al., 2014). Therefore, if an 
adolescent girl is detained, this period should be used to motivate her involvement 
in intervention programs and to encourage her to engage in treatment and 
arrange outpatient care. As our study demonstrates that internalizing pathology 
is a precursor of many problematic consequences in young adulthood, there 
should be focus on the assessment and treatment of these behaviors, especially 
when considered that evidence based treatment modules for conditions such 
as PTSD and depression are available (e.g., Rodenburg et al., 2009; Pathak 
et al, 2005). Further research should investigate whether treating internalizing 
pathology decreases problematic outcomes in adulthood. 
Problems with emotion regulation are associated with mood swings, physical 
and verbal aggression and self injurious behavior, all of which are highly 
prevalent among detained adolescent females. Moreover, these problems far 
too often follow these young individuals into young adulthood. Treatment that 
focuses on the ability to cope with emotion and that teaches young females not 
to become overwhelmed by emotions but rather express themselves in ways 
that are socially acceptable, should be offered during detention. One of the 
treatments proven to have positive effects on emotion regulation is dialectical 
behavior therapy (DBT). Although DBT was initially designed for adult females 
with borderline personality disorders, adaptations have been made to this 
therapeutic appraoch for adolescents (DBT-A; Miller et al, 2007; in Dutch: de 
Bruin et al, 2013), for aggressive and delinquent behaviors (Shelton et al., 2009) 
and for forensic settings (Berzins & Trestman, 2004; Shelton et al., 2011). At the 
moment, a European multi-center study is examining the impact of START NOW, 
an intervention based on DBT, in closed settings for adolescent females with 
conduct disorder (Stadler, 2015). 
One of the most important findings in our study is the high level of sexual 
risk behavior, which results in many young women unintentionally becoming 
mothers. Even if motherhood was planned, the consequences and burden of 
raising a child are often severe and not foreseen by these mothers. Therefore, 
an important goal for detention centers should be to provide intervention 
regarding the prevention of unplanned pregnancies and the underestimated 
realities of motherhood. Girls’ Talk is an intervention proven to reduce sexual risk 
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behavior and increase healthy sexual choices (NJI, 2015). Interventions targeting 
unplanned pregnancies and the underestimated consequences of motherhood 
should be part of the curriculum offered to this high-risk group of females. 
After care
The current study identifies the unmet needs of the young women after adolescent 
detainment. The study further finds that almost none of the young women were 
receiving psychiatric treatment, nor were they willing to engage in care. As these 
young women are seldom motivated to seek treatment and their confidence in 
the care system is usually low, the normal care system is considered unsuitable 
for their needs. Rather, outreaching care by caregivers who are able to offer 
continuity should be the goal and the need for a multi-domain approach further 
implies that a multi-disciplinary team should be involved. The current transition 
of the youth care system in the Netherlands (Transitie van de Jeugdzorg) is 
an opportunity to provide ‘tailor made’ individualized after care. Thus, ‘social 
district teams’ (sociale wijk teams) also known as ‘youth and family teams’ (jeugd 
en gezinsteams) have been created, in order to provide local and approachable 
care. Although this is a unique opportunity to initiate outreach interventions near 
the living place of the patients, the level of care should not be underestimated. 
The complexity of these adolescent females requires highly trained personnel 
working as part of a multi-disciplinary team familiar with this unique population. 
Both the diversity and complexity of their problems, as well as their interaction 
patterns with caregivers require special experience. A lack of motivation, a 
distrust of caregivers, unreliability, demanding attitudes, interpersonal conflicts 
with caregivers and overt aggression, are among the many problems with which 
the caregivers must deal. As the social district teams are under-equipped to 
provide this type of intensive care, they must either evolve into high care teams, 
or refer this highly complicated population to programs that are capable of 
addressing the needs of these young females. (F)ACT teams ((functional) assertive 
community treatment), for example, could provide such care. The ACT program 
was developed initially for severely mentally ill adult populations. Whether this 
program would be effective for the unique group of females in this study, requires 
further investigation. A note worthy intervention is Housing First (Tsemberis et al., 
2004), a program designed for homeless adults, and one that has been modified 
for youth. Although it begins with the support to obtain and maintain housing, 
it also focuses on health and well-being, including access to income, a re-entry 
into education, the development of life skills and the development of meaningful 
relations. This program has been implemented successfully in the United 
States and has recently been introduced in the Netherlands (Verlinden, 2015). 
Prevention
If possible, the amplification of behavioral problems leading to detention 
should be prevented. Although it might be inevitable to use closed and secured 
facilities in some cases, all effort to avoid this should be made. An effective 
alternative program for detention is the MTFC (multi-dimensional treatment 
foster care program). This program has demonstrated success by reducing 
offending rates, violent behaviors, risky sexual behaviors, self injurious actions 
and by increasing school activity involvement in adolescent girls (Rhoades et al., 
2013). The implementation of the transition of the youth care system (Transitie 
van de Jeugdzorg) is an attempt to focus on preventative strategies and thereby 
to reduce the need for (expensive) inpatient care. Although this is a unique 
opportunity to initiate preventive interventions in an early stage, the level of 
care should not be underestimated. Not only should the interventions involve 
the adolescent females (see ‘after care’), but they should also involve the family 
members and the family as a whole. The reality is that these adolescents often 
belong to multi-problem families that are not highly motivated to accept the 
necessary support and care.
The prevention of the intergenerational transmission of problems to the next 
generation is a unique opportunity in this group. These young mothers can receive 
support with respect to their child-rearing potential, which will help them to be 
more sensitive and emotionally available to their children. This will often require 
intensive, 24-hours-a-day training, and modeling. For example, the Moeder 
en Kind Huis (“mother and child home”), an intensive and long-term program 
for young mothers with behavioral problems (Intermetzo, 2015). This program 
focuses on increasing parenting skills and so preventing a next generation with 
behavioral problems or severe mental health problems, and is thus breaking 
the vicious cycle of abuse, detainment and mental health problems. An other 
program is ‘Moeders van Rotterdam’, an intensive out patient care focusing on 
all pregnant women in disadvantaged neighborhoods in the city of Rotterdam.
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INTRODUCTIE
Ik draai me om. Niets, niemand kijkt. Maar als ik me weer terugdraai voel ik de ogen 
prikken in mijn rug. Ik hóór ze bijna zeggen ‘…loser….loser’. Een golf van woede 
overspoelt me. Het zijn zelf losers, allemaal. Ik denk direct aan mijn moeder, die 
vanochtend nog tegen me zei dat ik nergens voor deug. Een loser. Alsof zij het in 
haar leven zo goed heeft gedaan. Direct schiet mijn vader door mijn hoofd. Dat 
is pas echt een loser; niet aan denken maar. De enige die mij steunt is Mike. Maar 
die zit vast. Moet ik het toch weer allemaal alleen doen. Ik draai me weer om. Het 
groepje meisjes barst in lachen uit. Zie je wel, ze lachen me uit, ik wist het wel. 
Kanker bitches. De boosheid laait op. Ik zal ze eens laten zien wat ik in huis heb. 
Voorafgaand aan het onderzoek voor dit proefschrift, onderzocht Sannie 
Hamerlynck tussen 2002 en 2004 229 in een gesloten jeugdinstelling geplaatste 
meisjes. Het hier beschreven onderzoek gaat over dezelfde meisjes gemiddeld 
4,5 jaar later. Zij waren destijds als tiener (gemiddeld 15 jaar oud) in die gesloten 
instellingen geplaatst omdat zij delicten hadden gepleegd of andere zeer ernstige 
gedragsproblemen lieten zien zoals drugsmisbruik, prostitutie en weglopen van 
huis. Deze meisjes bleken bijna allen getraumatiseerd te zijn. Trauma op jonge 
leeftijd leidt vaak tot psychiatrische stoornissen. Dat veel van deze meisjes een 
gedragsstoornis, een depressie of een posttraumatische stress stoornis hadden, 
verbaasde daarom niet. De combinatie van trauma, gedragsproblemen en andere 
psychiatrische stoornissen maakt dat deze meisjes een heel kwetsbare groep 
vormen. Het risico op een verstoorde ontwikkeling en blijvende problemen in 
de volwassenheid is groot. Dit vervolgonderzoek is opgezet, om na te gaan hoe 
deze meisjes zich ontwikkeld hebben. 
HET ONDERZOEK
Van de 229 gesloten geplaatste meisjes toonden 184 (80%) zich - gemiddeld 4,5 
jaar later - bereid om mee te werken aan dit vervolgonderzoek. Ze waren toen 
gemiddeld 20 jaar oud en inmiddels allemaal ontslagen uit de instelling waar 
ze destijds verbleven. Wij interviewden ze uitgebreid bij hen thuis (of op een 
andere locatie als zij dat wilden). 
In dit promotieonderzoek is er op vier specifieke onderdelen van het functioneren 
ingegaan. Als eerste is hun agressie onderzocht: op welke manieren agressie 
zich uit bij meisjes in geslotenheid en hoe dat toekomstige agressie voorspelt. 
Daarna is gefocust op hun persoonlijkheidsproblematiek en dan specifiek op 
de antisociale en borderline persoonlijkheidsstoornissen die vastgesteld werden 
tijdens dit vervolgonderzoek. Vervolgens is in kaart gebracht hoe meisjes enkele 
jaren later rapporteren over hun trauma’s. En als laatste is onderzocht hoeveel 
jonge vrouwen moeder zijn geworden en op welke manier dat hun functioneren 
beïnvloedt.
RESULTATEN
In een eerder artikel van Elsa van der Molen uit 2013 over deze groep bleek dat 
de overgrote meerderheid van deze jonge vrouwen (90%) op volwassen leeftijd 
niet goed functioneerde. In maatschappelijk opzicht viel deze groep vaak buiten 
de boot: slechts minder dan de helft had een diploma, 52% een betaalde baan en 
velen hadden forse schulden. Eén op de zeven jonge vrouwen had in volwassen 
detentie gezeten. Dit maakt dat hun perspectief op een goede integratie in de 
maatschappij zeer beperkt is. Ook in sociaal opzicht was er sprake van forse 
problematiek. Bij de vrouwen die een relatie hadden, was er regelmatig sprake 
van (wederzijds) geweld. Bijna 40% van de vrouwen had een abortus ondergaan. 
Ook hadden veel van hen in de prostitutie gezeten (18%). Daarnaast hadden de 
jonge vrouwen vaak psychiatrische problematiek: persoonlijkheidsstoornissen 
(40%), depressie (20%), posttraumatische stressstoornis (20%) en alcohol- of 
drugsafhankelijkheid (35%). Slechts een zeer klein gedeelte was hiervoor in zorg. 
Al deze jonge vrouwen bevonden zich dus vaak in een zeer zorgelijke situatie.
In het kader van dit proefschrift is als eerste dieper ingegaan op agressie. We 
weten dat vrouwen hun agressieve gevoelens vaker dan mannen op zichzelf 
richten. Deze op zichzelf gerichte agressie uit zich in zelfbeschadigend gedrag 
(bijvoorbeeld zichzelf snijden of branden) en suïcidaliteit (zelfmoordgedachten 
en -pogingen). Op anderen gerichte agressie uit zich bij vrouwen ook vaak anders 
dan bij mannen, namelijk meer ‘heimelijk’, waarbij agressie onderdrukt wordt, of 
niet direct naar de ander geuit wordt, maar gericht wordt op voorwerpen of 
mensen die er niets mee te maken hebben. Uit dit onderzoek bleek dat deze 
meer vrouwelijke vormen van agressie op jeugdige leeftijd de belangrijkste 
voorspellers waren voor alle vormen van agressie op jongvolwassen leeftijd 
(voor zowel heimelijke en fysieke agressie, als op zichzelf gerichte agressie). Dit 
is een relevante bevinding, omdat deze vrouwelijke vormen vaak als minder 
belangrijk bestempeld worden dan de fysieke agressie. Dit wordt daardoor soms 
onvoldoende meegenomen in risicotaxatie-instrumenten. Ook met het oog op 
recidivevermindering bij meisjes zal er in de behandeling meer aandacht moeten 
zijn voor zelfbeschadigend gedrag, suïcidaliteit en heimelijke agressie.
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Vervolgens is de ontwikkeling van persoonlijkheidsstoornissen onderzocht. 
Persoonlijkheidsstoornissen kenmerken zich door ernstige verstoringen op 
verschillende gebieden: emoties, gedachten, gedragingen (het beheersen van 
impulsen) en sociale contacten. Het zijn daarmee stoornissen die een grote 
impact hebben op het gehele leven van de betrokkene zelf, maar ook op zijn of 
haar omgeving. In dit onderzoek is er voor gekozen om te focussen op de twee 
meest voor de hand liggende persoonlijkheidsstoornissen binnen deze groep: de 
antisociale persoonlijkheidsstoornis en de borderline persoonlijkheidsstoornis. 
40% van de jonge vrouwen bleek een of beide persoonlijkheidsstoornissen te 
hebben. Eerst werd onderzocht of deze twee persoonlijkheidsstoornissen bij 
vrouwen wezenlijk van elkaar verschilden. Eerder onderzoek van onder andere 
Beauchaine uit 2009 had hier namelijk vraagtekens bij gezet. Hoewel sommige 
symptomen veel voor bleken te komen bij beide stoornissen, gaven de resultaten 
aanleiding om het toch als twee echt verschillende stoornissen te beschouwen. 
Daarnaast bleken het ook verschillende factoren te zijn die voorspellen 
welke meisjes dergelijke stoornissen ontwikkelen. Meisjes die in de instelling 
posttraumatische stress, depressieve klachten en dissociatie vertoonden, hadden 
een grotere kans op het ontwikkelen van een borderline persoonlijkheidsstoornis. 
Verrassend genoeg voorspelde geen enkele vorm van psychische problematiek 
het ontwikkelen van een antisociale persoonlijkheidsstoornis, ook niet antisociaal 
gedrag en evenmin drugsafhankelijkheid. 
Trauma was het derde onderwerp van onderzoek in dit proefschrift. De trauma’s die 
meisjes vóór hun plaatsing in de gesloten instelling hadden meegemaakt bleken 
vaak van ernstige aard: seksueel misbruik, mishandeling en het meemaken van 
geweld in het gezin. Omdat bekend is dat mensen na traumatische ervaringen 
daar op verschillende tijdstippen anders over rapporteren, onderzochten we 
dit bij deze jonge vrouwen. Het bleek dat van de jonge vrouwen die tijdens 
de plaatsing gemeld hadden een trauma meegemaakt te hebben, 4,5 jaar 
later nog maar de helft rapporteerde getraumatiseerd te zijn geweest. Hoewel 
hulpverleners vaak alleen af moeten gaan op het woord van de patiënt, dient 
men bij het navragen van traumatische ervaringen altijd rekening te houden 
met beperkte betrouwbaarheid van de antwoorden. Of ze hun trauma wel of 
niet noemden, hing op beide meetmomenten samen met het hebben van 
psychiatrische problematiek: hoe meer psychiatrische problemen, hoe vaker zij 
meldden te zijn getraumatiseerd. Het is daarom belangrijk om naast mogelijke 
trauma’s altijd andere psychiatrische problematiek is in kaart te brengen.
Een derde van de jongvolwassen vrouwen uit dit onderzoek had een kind of was 
zwanger. Het werd uit de resultaten duidelijk dat de jonge vrouwen met een 
kind nóg slechter functioneerden dan de vrouwen zonder: zij hadden minder 
vaak een diploma, leefden vaker van een uitkering en hadden meer last van een 
depressie. Anderzijds waren zij minder vaak afhankelijk van drugs. Hoewel - in het 
algemeen – ook heel jonge moeders een zorgzame en sensitieve ouder kunnen 
zijn, gaven de resultaten van dit onderzoek voor de onderhavige groep aanleiding 
tot grote zorgen. Deze jonge vrouwen kenden vaak psychiatrische en sociaal-
maatschappelijke problemen en hadden daardoor al moeite om voor zichzelf te 
zorgen. De kans dat gedragsproblemen op de volgende generatie overgebracht 
worden is daarmee zeer groot. Behandeling en begeleiding van meisjes in de 
gesloten jeugdinstelling moet zich dan ook richten op het voorkómen van 
ongewenste en ongeplande zwangerschappen en zelfs van gewenst en gepland 
moederschap: de impact ervan wordt vrijwel altijd onderschat. 
IMPLICATIES VOOR DE KLINISCHE PRAKTIJK
Dit promotieonderzoek liet zien dat meisjes in een gesloten jeugdinstelling 4,5 
jaar later, als zij volwassen zijn, nog steeds zeer ernstige problemen hebben. 
Deze problemen beperkten zich zelden tot één gebied, maar troffen vrijwel 
altijd zowel het psychische/psychiatrische functioneren, het sociaal welbevinden 
als het maatschappelijke domein. Zorgelijk is het dan ook dat veel jonge 
vrouwen al moeder waren. In deze moeilijke situatie is het haast onmogelijk 
om de moederrol goed te vervullen en daarmee is het risico op problemen bij 
de volgende generatie groot. Dit maakt dat intensieve behandeling tijdens de 
gesloten plaatsing essentieel is. Bovendien blijken de problemen zich tot in de 
volwassenheid voort te zetten, en moet de behandeling dus worden voortgezet 
nog jaren nadat de plaatsing is afgelopen. 
In de gesloten instelling
Tijdens het verblijf in de instelling is er de gelegenheid om de problematiek 
van de meisjes in kaart te brengen en te (starten met) behandelen. Gezien 
de complexiteit en verscheidenheid aan psychiatrische problemen, moet er 
een gedifferentieerde diagnostiek plaatsvinden. Aangezien gebleken is in dit 
onderzoek dat de problemen niet vanzelf verdwenen in de loop van de tijd, is 
een behandeling hiervoor essentieel. Uit de resultaten van dit onderzoek bleek 
dat een aantal aspecten hierin extra aandacht verdient. Ten eerste is duidelijk 
geworden dat heimelijke en op zichzelf gerichte agressie (zelfbeschadigend 
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gedrag en suïcidaliteit) bij meisjes bepalend waren voor toekomstige agressie. 
Omdat deze problemen vaak minder goed zichtbaar zijn, is het belangrijk 
hier gerichte diagnostiek naar te doen zodat adequate behandeling ingezet 
kan worden, zoals dialectische gedragstherapie (DGT). DGT is oorspronkelijk 
ontwikkeld voor vrouwen met een borderline persoonlijkheidsstoornis en 
richt zich op emotieregulatieproblematiek zoals zelfbeschadigend gedrag en 
suïcidaliteit. Een jeugdversie (DGT-J) en een vorm voor forensische populaties 
die zich ook richt op agressieregulering zijn beschikbaar.
Ten tweede: depressieve klachten, posttraumatische stress en dissociatie 
stoornissen bleken een slechte uitkomst (borderline persoonlijkheidsstoornis) 
te voorspellen en zijn daarom extra belangrijk om te behandelen. De hoop is 
dat dit ook de lange termijn-uitkomst zal verbeteren. Toekomstig onderzoek zal 
effectiviteit ervan moeten uitwijzen. Deze stoornissen zijn relatief onzichtbaar als 
er niet gericht naar gevraagd wordt. Gericht diagnostisch onderzoek hiernaar 
is daarom een vereiste, vooral omdat effectieve behandelingen voor deze 
stoornissen beschikbaar zijn. 
Als laatste zijn seksueel risicogedrag en ongewenst en ongepland moederschap 
een probleem wat specifieke aandacht vergt. Girl Talk van het Nederlands 
Jeugdinstituut is een interventie die positieve resultaten heeft laten zien op 
het gebied van seksueel risicogedrag. Interventies specifiek gericht op het 
voorkomen van zwangerschap en moederschap moeten echter nog ontwikkeld 
worden.
Nazorg
Uit onze resultaten is gebleken dat de complexe problemen zich zeer vaak 
voortzetten tot in ieder geval de jongvolwassenheid. Nazorg is daarom 
noodzakelijk. Er zijn echter meerdere problemen die deze zorg in de weg staan. 
Ten eerste verschillen alle meisjes en jonge vrouwen sterk van elkaar. Waar bij 
de één de problematiek zich meer bevindt in het maatschappelijke functioneren 
en drugsafhankelijkheid, zal bij de ander ingestoken moeten worden op 
traumabehandeling en (voorkomen van) moederschap. Dit maakt het lastig een 
standaard behandelaanbod te hanteren. Daarom zou de behandeling geboden 
moeten worden door een multidisciplinair team, dat op de verschillende 
hulpbehoeftes kan inspelen. 
De meisjes en vrouwen uit ons onderzoek hadden weinig vertrouwen in mensen 
in het algemeen en al helemaal in de hulpverlening, ten gevolge van vaak 
jarenlang negatieve ervaringen met de zorg. Het waren geen meisjes die zelf 
aan de bel trokken of netjes op hun afspraak kwamen. Ze waren vaak brutaal en 
wilden eerst dat de hulpverlening iets voor hen deed (bv een huis regelt), voordat 
ze iets van zichzelf konden prijsgeven. Dit vergt veel van hulpverleners. Niet 
alleen moeten ze ‘out-reachend’ werken (bij de vrouwen op de stoep staan in 
plaats van afspraken op kantoor), ze moeten zich ook niet af laten schrikken door 
een dichte deur, gebrek aan motivatie of zeer heftige vormen van communicatie 
(onder andere veeleisende houding, conflicten en agressie). 
De werkwijze van de reguliere GGZ is daarmee vaak niet passend voor deze 
doelgroep. De huidige transitie en transformatie van de jeugdzorg biedt 
kansen om deze zorg beter vorm te geven. De jeugdteams van de gemeenten 
zijn laagdrempelige teams die dicht bij huis zorg bieden. Hoewel deze teams 
multidisciplinair zijn en out-reachend werken, zijn zij momenteel onvoldoende 
toegerust om deze meisjes met de verscheidenheid aan complexe problemen 
goed te kunnen begeleiden. Deze teams zullen daarom óf moeten transformeren 
naar teams met expliciete expertise, óf kunnen verwijzen naar een andere 
instelling die deze zorg wel kan bieden. Wellicht biedt aansluiting bij de huidige 
(functional) assertive community treatment teams een oplossing. Hoewel deze 
teams voor ernstig psychiatrische volwassen patiënten zijn gestart, worden deze 
teams ook steeds meer opgezet voor jongeren en jongvolwassenen. Probleem 
bij het opzetten en inzetten van dergelijke teams met hoge expertise, is dat het 
volledig indruist tegen het huidige politieke klimaat waar bezuinigingen in de 
zorg een gegeven zijn.
Preventie
Het zou het meest wenselijk zijn als zou kunnen worden voorkómen dat meisjes 
gedrag vertonen dat dermate ernstig is dat zij in een gesloten jeugdinrichting 
geplaatst worden. Ook hier zouden de jeugdteams van de gemeente een rol 
in moeten spelen. Deze teams, laagdrempelig en dicht bij huis, kunnen vroeg 
signaleren als het bij gezinnen met kinderen spaak loopt en kunnen daar langdurig 
zorg op maat bieden. Maar ook hier moet de complexiteit van deze gezinnen 
niet onderschat worden. Vaak gaat het om de zogenaamde ‘multiprobleem-
gezinnen’ die ook nog eens alle zorg mijden, waarvoor ook weer zeer ervaren en 
goed opgeleide hulpverleners nodig zijn. 
Een andere manier om te voorkómen dat jongeren in een gesloten jeugdinstelling 
belanden, is om te zorgen dat problemen niet overgedragen worden op 
de volgende generatie. Meisjes moeten ook na hun plaatsing interventies 
aangeboden krijgen om te voorkómen dat zij ongewenst of ongepland zwanger 
worden. Sommige jonge vrouwen worden gepland zwanger, maar onderschatten 
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de impact van het moederschap; ook hier zouden interventies op ingezet moeten 
worden. Daarnaast moeten de vrouwen die een kind krijgen begeleid worden om 
een sensitieve en emotioneel beschikbare moeder te worden. In veel gevallen 
vereist dit intensieve 7x24-uurs begeleiding en training. Het Moeder en Kind 
Huis van Intermetzo biedt deze zorg. Zij hebben echter te weinig plekken om 
alle zorgelijke jonge moeders te bedienen. In Rotterdam is het project ‘Moeders 
van Rotterdam’ gestart, een intensieve en jarenlange ambulante zorg, gericht 
op alle aanstaande moeders uit achterstandswijken in Rotterdam. Investeren op 
het voorkomen van overdracht van problemen op de volgende generatie zou 
een hoge prioriteit moeten hebben, want alleen zo kan de vicieuze cirkel van 
verwaarlozing, mishandeling, psychiatrische stoornissen, gesloten plaatsing en 
ontoereikende moederschap doorbroken worden.
A P P E N D I X  C
Dankwoord
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Eindelijk is het af, dit proefschrift! Het heeft jaren geduurd en ook langer dan 
mij lief was, toch heb ik altijd met veel plezier aan het onderzoek gewerkt. 
Het combineren van klinisch werk en onderzoek is mij niet makkelijk gevallen. 
Patiënten en klinisch werk schreeuwen altijd harder om aandacht dan de stille 
data van het onderzoek. Mijn hart ligt bij alle twee. Ik zal blijven proberen om 
deze twee te combineren: onderzoek van klinische problemen en klinische 
verbetering door resultaten van het onderzoek. 
Dit onderzoek was nooit tot stand gekomen zonder de bijdrage van zeer veel 
mensen en ik wil hen allen daarvoor hartelijk bedanken. 
Als eerste wil ik alle meisjes en jonge vrouwen bedanken die meegedaan 
hebben aan het onderzoek. Dit proefschrift reduceert jullie tot cijfers en getallen, 
maar elk verhaal was uniek en op zijn eigen manier indrukwekkend. Ik ben heel 
dankbaar dat jullie deze verhalen met ons wilden delen. Veel van jullie hoopten 
dat door mee te doen de zorg voor meiden beter zou worden, ik hoop dat dit 
proefschrift daaraan bijdraagt. 
Prof.dr. R.R.J.M. Vermeiren, beste Robert, mijn eerste promotor, dank voor je 
altijd snelle reacties, je kritische blik en wetenschappelijke input. Omdat jij ook 
mijn directe leidinggevende in het klinisch werk bent, heb jij mij kunnen steunen 
in mijn worsteling mijn tijd te verdelen tussen klinisch werk en onderzoek. Dank 
daarvoor.
Prof.dr. T.A.H. Doreleijers, beste Theo, mijn tweede promotor, jij bent het die 
mij enthousiasmeerde voor het vak kinder- en jeugdpsychiatrie en later voor het 
onderzoek. Hoewel ik niet wilde promoveren, heb jij mij er op slinkse wijze toch 
toe bewogen. En daar was ik je al snel dankbaar voor. Ik heb bewondering voor 
jouw maatschappelijke geëngageerdheid en de wijze waarop jij mensen weet te 
enthousiasmeren, motiveren en te onderwijzen.
Dr. O.F. Colins, beste Olivier, mijn co-promotor, hoe bijzonder dat je je 
commentaren op mijn werk met je gevoel voor humor altijd leuk weet te maken. 
Jouw scherpe analytische input was essentieel voor dit proefschrift en ik heb 
daar veel van geleerd. Als ik al eens eigenwijs was, had je helaas uiteindelijk toch 
altijd weer gelijk.
De artikelen hadden niet geschreven kunnen worden zonder de bijdrage van 
de medeauteurs. Aartjan Beekman, dank voor jou heldere commentaren en 
altijd positieve input, goed dat jij mij telkens liet beseffen hoe bijzonder onze 
dataset is. Lucres Jansen, je relativeringsvermogen en dat een oudere versie 
soms zelfs beter kon zijn, was heel verhelderend. Peter van de Ven, ik ben blij dat 
jij wilde meedenken hoe ik mijn klinische ideeën tot gedegen wetenschappelijke 
analyses kon vertalen. Zonder jouw statistische input was het niet gelukt. Simone 
Onrust, jammer dat ons artikel over de kosten “in de koelkast” is beland, maar 
ik ben van plan dit na de promotie weer op te pakken!
Ook bedank ik de beoordelingscommissie prof.dr. T.A.M.J. van Amelsvoort, dr. 
C.M. Middeldorp, prof.dr. C. van Nieuwenhuizen, prof.dr. A.J. Oldehinkel, prof.
dr. N.J.A. van der Wee voor de secure en kritische lezing van mijn proefschrift.
Sannie Hamerlynck, zonder jouw onderzoeksinspanningen hadden wij geen 
follow-up onderzoek kunnen doen, dank!
Elsa van der Molen, wat fijn om dit onderzoek samen met jou te hebben kunnen 
doen. Wij deelden de passie voor ‘onze meisjes’ en het onderzoek. Jouw 
onuitputtelijke inzet om nog meer meiden te vinden en de inclusie te verhogen 
was aanstekelijk. Ik was blij om de moeilijke verhalen met je te kunnen delen 
en heb jouw input op de artikelen erg gewaardeerd. Wat had ik zonder jou 
gemoeten….
Dit onderzoek had niet tot een goed einde kunnen komen zonder de grote inzet 
van stagiaires, dank voor jullie betrokkenheid bij ‘het meisjesonderzoek’, Annu, 
Charlotte, Erica, Esther, Isabella, Kitty, Mays, Masha, Parissima, Yvanka. Dank 
ook Vera, als masterstudent en eerste in de rij moest jij veel hobbels nemen en 
heb jij heel zelfstandig gewerkt.
Secretaresses Letti, Inge, Gülhan, Hellen, Maartje, Marieke en Anita van 
VUmc-de Bascule, Danielle van Curium-LUMC en Ineke en Rianne van GGZ-
Ingeest, bedankt voor het creatief vinden van gaatjes in overvolle agenda’s, 
de organisatorische steun rondom het proefschrift en de gezelligheid op de 
afdelingen.
Wietske Lute, wat een geweldige ontwerp van de voorkant van mijn proefschrift! 
Heel fijn dat je dit toch nog, als laatste uitzondering, wilde doen.
Bob Newmark dank ik voor de nodige correcties van het Engels. 
Mijn intervisiegenoten, dank voor de avonden met steun op zowel het emotionele 
als wetenschappelijke vlak (en het lekkere eten!). De weken ‘hutje op de hei’ zijn 
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onvergetelijk. Heel fijn om productiviteit met humor en gezelligheid te kunnen 
laten samengaan.  Carmen, jouw warmte en eerlijkheid waardeer ik enorm. Ik 
denk (en hoop) dat onze wegen zullen blijven kruisen. Charlotte, jouw precisie 
en secure lezingen waren altijd zeer waardevol. En wat ben je ver weg! Elsa, tja 
zoals al gezegd: zonder jou zou ik nergens zijn gekomen… Evelien, je gedegen 
commentaren, maar ook jouw Engelse correcties waren zeer welkom. Marjan, 
met jouw rust en analytische blik had jij altijd goede input. Leuk dat je bijna 
dubbel collega bent: in het onderzoek en in de kliniek. Tijs, altijd goed om met 
jou te kunnen sparren, zowel over het onderzoek als over klinische problemen. 
Zet ‘em op met jouw laatste loodjes, je bent er bijna! Lisette, je hebt de intervisie 
al lang verlaten, maar als eerste orde intervisant was ik heel blij met je steun. 
Sarah Harkink, wat een indrukwekkende documentaire heb je gemaakt! Jouw 
film is het verhaal achter deze cijfers. 
Dank ook aan de wetenschapscollega’s van VUmc-de Bascule Anna, Annelou, 
Arne, Cyril, Esther, Frederike, Helena, Jorim, Katharina, Kirsten, Koen, Laura, 
Lieke, Louise, Malou, Marcia, Moran, Reino, Sanne H, Sanne O, Thimo. Het is 
altijd fijn om in Duivendrecht te werken en met jullie bij te praten. 
Wetenschapscollega’s bij Curium-LUMC Albert, Anna, Audri, Catrien, Eva, 
Eduard, Erica, Henrikje, Inge, Kirsten, Kore, Marie-José, Miranda, Mirjam, Monica, 
Moji, Nico, Paulien, Peter, Sjouk, Vincent, dank voor jullie ondersteuning in dit 
promotieonderzoek. En gelukkig blijft onze samenwerking bestaan. Onderzoek 
in de klinische praktijk vindt ik uiterst boeiend, fijn om dat met jullie te kunnen 
doen en gebruik te kunnen maken van jullie expertise.
Nieuwe  wetenschapscollega’s  op  de  Hogeschool  Leiden,  ik  kijk  uit  naar 
een productieve  en  intensieve  samenwerking  met  jullie!  Nico,  dank voor 
de  kans  om  mijn  onderzoekscarrière  voort  te  kunnen  zetten  binnen  de 
samenwerking van de Hogeschool Leiden en Curium-LUMC. Peer, bedankt 
voor jou brug hierin. Zullen we snel weer een keer klimmen met de kinderen? 
Lectoren binnen het expertisecentrum jeugd Annemieke, Aziza, Carolien, Chris, 
Dieuwke, Jan Dirk, Hendrien en Peer wat goed om met jullie samen te werken: 
ik ben trots om onderdeel te zijn van deze eenheid in verscheidenheid. Monique 
fijn dat jij altijd met optimisme ondersteunt. Fred en Natasja, het is nu al prettig 
samenwerken met jullie, dat dat maar voort mag duren!
En wat zou ik zijn zonder mijn lieve vrienden, Pepijn en Nienke, Wouter en 
Marlies, Barbara en Enno. Heerlijk om jullie al die jaren als vrienden te hebben. 
En geweldig dat ook onze kinderen het zo goed met elkaar kunnen vinden. 
Ondanks onze drukke levens lukt het toch maar weer om weekendjes weg te 
plannen of zelfs te gaan skiën. Ik hoop dat we dat ons leven lang kunnen blijven 
doen. Evert, en nu ook Ellen, wat fijn om met klimmen balans te kunnen brengen 
in alle drukte.
Lieve Miriam en Marcus, wat fijn dat jullie zo dichtbij wonen en dat we tradities 
hebben opgebouwd om met de kinderen het jaar rond te vieren. Mir, je bent al 
lang mijn kleine zusje niet meer, maar een vriendin waar ik op terug kan vallen!
Lieve Jesse en Aubrey, waarom lijkt Alkmaar toch altijd zo ver weg?! Hoewel we 
elkaar minder vaak zien dan ik zou willen, ervaar ik jullie warmte en steun als heel 
dichtbij. 
Lieve Jowan en Carlo, wat heb ik een geluk met jullie als ouders! De verhalen 
uit dit onderzoek hebben dat weer duidelijk voor mij naar voren gebracht. Jullie 
steun voor mijn eigen keuzes heeft me gebracht waar ik nu ben. Het is een 
basaal gevoel van vertrouwen dat ik altijd op jullie kan terugvallen.
Paranimfen Sanne en Barbara, ik voel me gesterkt dat jullie (letterlijk en figuurlijk) 
naast mij staan! Lieve Sanne, wat begon als ‘kloosterzusters’, is geworden tot 
een intense vriendschap. Heerlijk, onze dinertjes waarbij we kunnen genieten 
van het eten, de wijn, maar vooral van het delen van al ons lief en leed. Dit duurt 
voort totdat we als twee oude besjes terug kijken op ons leven. Lieve Barbara, 
wij hebben samen de eerste wankele schreden in de wereld van het onderzoek 
gezet. Maar bovenal ben je een geweldige vriendin. Ik waardeer jouw eerlijkheid, 
je openheid en de wetenschap dat je er altijd voor me bent. En ik ben jaloers 
op je timemanagement en structuur, daar kan ik (mijn levenlang) nog van leren.
Lieve Eric, jouw realiteitstoetsing houdt me overeind. Ik ben blij dat je mijn 
passie voor onderzoek deelt (en overtreft), zodat je mij kon bijstaan in raad 
en daad in dit traject en begreep waar ik al die uren voor zat te ploeteren. Je 
relativeringsvermogen en humor zijn voor mij onmisbaar. Ik hou van je. Lieve 
Ziva en Karst, wat een geluk dat ik de allerliefste kinderen van de wereld heb 
gekregen! Ik geniet iedere dag intens van jullie.
A P P E N D I X  D
Curriculum Vitae 
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Anne Anaïs Krabbendam was born in Amsterdam, The Netherlands, on 31st 
of October 1972. She attended the Vrije School Geert Groote in Amsterdam 
and completed her high school in 1992. Directly afterwards she started her 
medicine study at the VU-University in Amsterdam and obtained her Doctor of 
Medicine (M.D.) degree in 1999. After two years of working experience in Peru 
and psychiatric clinics in The Netherlands, she started her residency in psychiatry 
at GGZ-Buitenamstel Amsterdam, following which she became a resident in 
child and adolescent psychiatry at De Bascule in Duivendrecht. In 2006, she 
completed her residency. In that same year, she started her Ph.D. project at 
VUmc-de Bascule and Curium-LUMC. She has been working as a child and 
adolescent psychiatrist at Curium-LUMC (Oegstgeest) since 2007. She served 
as a psychiatric consultant in juvenile justice institution Teylingereind and De 
Vaart, a closed residential institution. At the moment, she is the program leader 
of the care program Personality Disorders in Curium-LUMC. In 2014, she started 
as associate professor (‘lector’) Social Work in Child and Adolescent Psychiatry 
at the Hogeschool Leiden. 
Anne Anaïs Krabbendam is geboren op 31 oktober 1972 in Amsterdam. Haar 
schoolcarrière doorliep zij op de Vrije School Geert Groote in Amsterdam en 
haalde haar VWO examen in 1992. Aansluitend studeerde zij geneeskunde aan 
de Vrije Universiteit te Amsterdam en behaalde haar artsexamen in 1999. Na twee 
jaar werkzaam te zijn geweest in zowel Peru als diverse psychiatrische afdelingen 
in Nederland, begon zij aan haar opleiding tot psychiater bij GGZ-Buitenamstel 
in Amsterdam. Daarna ging zij in opleiding tot kinder- en jeugdpsychiater bij 
De Bascule in Duivendrecht. In 2006 rondde zij haar opleiding af. In het laatste 
jaar van haar opleiding startte zij het promotietraject aan VUmc-de Bascule 
en Curium-LUMC. Sinds 2007 is zij werkzaam als kinder- en jeugdpsychiater 
bij Curium-LUMC in Oegstgeest. Van daaruit heeft zij als consulent psychiater 
gewerkt in de justitiële jeugdinrichting Forensisch Centrum Teylingereind en 
JeugdzorgPlus instelling De Vaart. Op dit moment is zij programmaleider van het 
zorgprogramma persoonlijkheidsproblematiek. Vanaf oktober 2014 is zij lector 
Sociaal Werk in de Kinder- en Jeugdpsychiatrie aan de Hogeschool Leiden.

